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Cancer Philosophy 


UBLICITY and educational compe- 

tent counsel have done more to arrest 

the ravages of cancer than any other 
concept or judgment as yet in vogue. 

Publicity, learned publicity, has given 
light to.the laity to see the early signs and 
symptoms of this, the most dreaded of dis- 
eases. Early advice and reasonably radical 
surgery alone have reduced the vast mor- 
tality to its present level, lower than in any 
age or period in the long history of human 
diseases. 

Early diagnosis, made possible by the in- 
telligent guidance of public knowledge, 
technical advancement in the radical but 
cautious extirpation of focal malignancy 
and anatomical exploration of the routes 
of metastasis have eradicated the causal 
nidus as far as the naked eye can demon- 
strate. 

Pre- and post-operative radiation, as ad- 
junct measures of treatment for the destruc- 
tion of cancer tissue, proximally as well as 
remotely, have been resorted to in quest of 
comprehensive annihilation of neoplastic 
growth, with a tangible measure of statis- 
tical encouragement. Researches regarding 
biochemical and metabolic balances as basic 
genesis in cancer etiology, blood stream 
qualitative phenomena, as diagnostic indica- 
tions in early focal cancer changes, do not, 
as yet, offer a method of choice in the treat- 
ment of cancer. 

Millions of dollars in gifts and endow- 
ments for research, for a possible etiology 





as a short cut to new methods of treatment 
to vanquish this dreaded pathological entity 
have so far made helpful contributions 
allied to surgery which, when timely and 
radically employed, have arrested and per- 
haps cured the process of cancer. 

Forty odd years ago the removal of can- 
cer by the then current surgical procedure 
had prognostic limitations of about 18 
months, during which time if no evidence 
of local or distant recurrence was observed, 
a hope was entertained that a cure might 
have been reached. 

Then there developed the plan of clinical 
experience in the surgical management of 
cancer whereby “follow-up,” over a period 
of years, either confirmed the attainment of 
a so-called cure (in a small percentage of 
cases) or because of recurrence (in the vast 
majority) renewed the uncertainty of prog- 
nostication regarding surgery in cancer. 

A wealth of knowledge coming to us 
from experimental research and adjunct 
methods of treatment plus surgery, such as 
x-ray, radium and radon, occupy a rela- 
tively worthy place in the annals of clinical 
measures in an effort to achieve a cure. 

While experimental findings in cancer 
causation and development on animals have 
no practical value so far in solving the prob- 
lem of origin or etiology, yet all avenues of 
cancer investigation have increased our 
knowledge of the phenomena of malignant 
growth and its inherent toxicity and hemol- 
ysis, without making it clear that this neo- 
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plastic process is etiologically systemic first, 
and ultimately local, or local first and sec- 
ondarily systemic, as generally accepted. 

Since malignant new growth of atypical 
cells invading surrounding tissues and dis- 
seminating by detachment of cancer cells 
into lymph channels and blood stream to 
lymph nodes and viscera (lungs and liver) 
and to bones, with cells in distant metastasis 
of the histological characterization of the 
original focus, wide-spread invasion through 
these routes obviously renders the condi- 
tion systemic, and to this day we know of 
no cure or arrest for systemic cancer. 

Contrary opinion by surgeons who seek 
to avoid radical mastectomies for carcinoma 
and who are content with removal of the 
primary focus, without attempting to ex- 
plore the axilla on the hypothesis that car- 
cinoma is a systemic disease and not a focal 
one and furthermore on the assumption that 
the simple removal of the primary focus 
affects favorably distant metastasis, is com- 
pelling of attention, interest and study. 

While such claim is probably tenable, in 
the light of our present perplexities in sta- 
tistics of clinical experience, the problem of 
etiology and the results of treatment, furth- 
er proof and evidence must guide us before 
abandoning the dictum of radical attack on 
primary foci and distant involvements. 

It has long been realized by surgeons and 
clinicians that certain new growths are more 
malignant than others, dependent upon the 
morphology. The degree of malignancy is 
shown to be related to the anaplasia or 
tumor-cell differentiation, so that well-dif- 
ferentiated tumors are of low malignancy 
and the poorly differentiated ones possess 
higher malignancy. 

Thus clinical prognosis may be inferred 
from the grade of malignancy shown to be 
low, medium or high. Cancer of the uterus, 
lip, breast, skin, graded by the relation of 
cellular morphology to the clinical course, 
have been found to conform. 

These important factors added to the ex- 


tent and duration of the growth, its loca- 
tion, extent, possible existing metastasis and 
age of the patient will determine the kind 
and character of the treatment. 

Kunath’s “Analysis of Carcinoma of the 
Breast” coincides with the observation and 
statistical reports of Lee, Hutchinson and 
Bloodgood. In Lee’s opinion tumors of the 
upper medial quadrant carry the best prog- 
nosis, but a study of five years’ postopera- 
tive survival would seem to reveal that it 
makes no difference what the location of 
the growth in the breast may be. 

More important than the focal lesion in 
the mammary tissue is the location and ex- 
tent of the axillary metastasis in prognosis, 
as Hutchinson points out in his review of 
published statistics that the average per- 
centage of five years’ survival was 35 in 
cases in which there was present axillary 
metastasis and 71.3 per cent in cases with- 
out axillary extension; thus the duration of 
life in patients without axillary involvement 
is twice as long as in patients with axillary 
metastasis. 

Finer observations in adenopathies in the 
axilla include size, location of the nodules, 
and degree of fixation, with graver prog- 
nosis in numerous shot-like glands than in 
one large node; the extension to the apical 
nodes carrying the heaviest fatality, while 
skin involvement showed no great prog- 
nostic conclusions. 

Broder’s classification of the histologic 
picture as shown by Greenough at the 
Massachusetts General Hospital may be of 
value in prognostic reckoning, although 
Trout is of the opinion that the clinical in- 
dex is of greater value than histological evi- 
dence. As to the future of cancer manage- 
ment on the basis of present analysis of 
clinical evidence, the operative technic can 
hardly permit of major improvement, the 
electric knife for certain malignant resec- 
tions and hemostasis having more appli- 
cability nowadays; and as for the incision- 
al approach in any given case, it should re- 
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main strictly individualized in conformity 
with location and extent of the lesion, all 
accepted incisions, modifications and ex- 
tensions possessing more or less merit. 

A reasonably comprehensive radical mas- 
tectomy with minimum trauma and loss of 
blood, while the disease may yet be limited 
to the breast, offers today the better future 
outlook. 

Prophylaxis, obscure as it may appear for 
discussion, cannot ignore glandular dys- 
function, pelvic pathology, lactation and 
many other clinical observations as possible 
etiologic factors, as pointed out by Trout 
in considering preventive therapeutics for 
malignant disease. 

A more important role for the future 
probably awaits the radiologist, since con- 
stant progress is being made by high voltage 
and improved technic, as well as by the use 
of irradiation, pre-operatively and _post- 
operatively, which may help to extend its 
general use. 

It is because of its location and anatomi- 
cal arrangement that cancer of the breast 
in its early stage is accessible and amenable 
to surgical cure, more so perhaps than in 
any other organ, provided extension to the 
axilla, subpectoral or anterior mediastinal 
region has not developed. Roentgenology 
of the chest for mediastinal and lung field 
involvement should be practiced pre-opera- 
tively, especially when the history of the 
case reveals long duration. 

Worthless as research for the casual iden- 
tity has so far been proved, it is factually 
admitted that focal manifestation of neo- 
plastic growth, when early recognized and 
radically extirpated, obviously decreases 
cancer mortality. Our knowledge of the 
relative increase in cancer incidence with 


advancing civilization, as well as the rarity 
of the disease in simpler life, as among the 
tribesmen and nomads, leads to measures of 
prophylactic control of cancer; and if the 
conquest of this destructive malady is not as 
yet in our grasp, our means of prevention 
will doubtless block the spreading force in 
coming years. Prevention and cure, con- 
verging to a common point, hold promise 
that the long-awaited defeat of cancer may 
yet be reached. 

By positives and negatives we are daily 
measuring useful and dependable informa- 
tion and making deductions in cancer be- 
havior. Heredity and cancer age, hereto- 
fore so potently evaluated clinically, are 
being given a different appraisal in the light 
of growing experience, and results in sur- 
gery are directly dependent upon the skill 
and experience of the operating surgeon. 

The surgery of cancer is major and intri- 
cate. We no longer amputate a mammary 
gland, we extirpate it, and the technician 
boldly follows up anatomical routes of dis- 
semination and understands the vulnerable 
structures for spread of metastasis and at- 
tacks all possible nests of involvement with 
minimum trauma and loss of blood. 

No ambitious surgeon should attempt 
radical cancer surgery without mature and 
seasoned experience. It is no beginner’s job. 
Mastery of detail alone assures safe surgery 
and safeguards against bungling and incom- 
plete removal and, what is even more in- 
excusable, such technical incompetency of- 
ten spreads the neoplastic process by cut- 
ting into diseased tissue and opening up 
avenues of cellular escape and dissemination. 


DESIDERIO ROMAN, A.M., M.D., D.SC., 
F.A.C.S., F.1.C.S. (GENEVA) 





Influence of the Mayo Brothers on Modern 


Surgical Progress 


INCE these two notable surgeons 
have died within only two months 
of each other, it is not amiss to re- 

emphasize their great contributions to sur- 
gery. Their intense professional activities 
extended over many fruitful years. Not 
only were they masters in modern surgery, 
but the period of their active lives covers 
a period of transition and rapid progress in 
surgery. 

Yeomans of New York and others have 
pointed out that in the final analysis pro- 
gress in surgery redounds to the benefit of 
mankind. Perfected operative technics and 
advanced precautions to protect the patient 
from accidents and complications are, after 
all, the goal, and many of these originated 
and were perfected in the great surgical 
center created by the Mayos. 

The evolution of surgical progress since 
the introduction of anesthesia and asepsis 
has been rapid and remarkable. There de- 
veloped simultaneously surgical specialties. 
The Mayos contributed much to the im- 
petus for such specialization. And while 
specialization was encouraged, the swinging 
of the pendulum to overspecialization was 
guarded against and discouraged. Correla- 
tion and cooperation of the various special- 
ists in evaluating clinical manifestations of 
given clinical entities pointed the way to 
correct diagnosis and therapy. These sur- 
gical ideals were constantly stressed to visit- 
ing surgeons to the clinic. They left an in- 
delible impression. 

The Mayos constantly added to their 
staff distinguished men in all the specialties. 
The non nobis solum spirit permeated their 
worthwhile activities throughout their fruit- 
ful careers. Endeavor and_ benevolence 
pressed personal gain into the background. 
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Altruism was manifest in all of their under- 
takings. They were teachers par excellence. 
Silence characterized their substantial con- 
tributions to institutions of learning and 
human advancement. 

The pioneering efforts of the Mayos in 
the development of hospital care stands out 
like a beacon light. The culmination of the 
gigantic task of organizing and operating 
the Mayo Clinic required many years of 
tenacity and frequent disillusions. At the 
beginning the Mayos were confronted with 
much local professional opposition. Some 
inhabitants of Rochester looked upon hos- 
pitals not as permanent institutions but as 
transitory emergency shelters for those suf- 
fering from epidemic diseases. The Mayos 
defended their ideals with the ardor and 
fortitude of rugged pioneers, until they 
successfully convinced their opponents of 
the soundness of their efforts and trans- 
formed general resistance to their efforts 
into admiration and confidence. 

The Mayos, like most great figures who 
have enriched humanity in one way or 
another, did not spring from a prosperous 
family. Their father, Dr. Worrall Mayo, 
an English general practitioner, emigrated 
from Lancashire to the United States before 
1860 and settled in Rochester in 1863, after 
living in several states. Often disappointed, 
he was faced on many occasions with dis- 
tressing situations, one of which was his 
encounter with rebellious Sioux. His two 
sons, William and Charles, aided him in his 
professional work before they graduated 
from a medical school in Chicago. 

In 1889 the 70 year old Dr. Worrall 
Mayo, aided by his sons, both now grad- 
uates in medicine, participated in the orga- 
nization of St. Mary’s Hospital at the request 
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of the Franciscan religious order, which was 
prepared to serve him. The hospital at that 
time accommodated only thirteen patients 
and five nurses! But endowed with imper- 
ishable enthusiasm, the young Mayos under- 
took the arduous tasks of overcoming any 
and all hardships. The little hospital was 
closed some time afterwards. Soon the 
Mayos reopened it, staffed by the same 
corps of nurses; patients came in increasing 
numbers. Opposition of natives and col- 
leagues continued in proportion to the aug- 
mented patronage. 

However, as time passed, obstructive ef- 
forts gave way to appreciation and a full 
measure of recognition. The modest St. 
Mary’s Hospital at Rochester, almost un- 
heard of until the end of the last century, 
by successive additions and the creation of 
new centers for diagnosis and treatment, 
was slowly transformed into one of the de- 
pendencies of the great Mayo Clinic. The 
creative genius of the brothers, Will and 
Charles, thus conquered the prejudices of 
those whom Aeschylus branded as having 
heard “half only”; for soon the pursuit of 
true values brought well-earned laurels. 

The greatest merit of these pioneers in 
surgery consists in their having appreciated 
the indubitable importance of cooperation 
between the various groups of physicians, 
the general surgeon and the specialist. By 
degrees the professional abilities of the vari- 
ous specialists were welded into a smooth 
running analytic unit aiming at thorough 
investigations of all available data which 
culminated in formulating definite diagnoses 
and the institution of proper therapeutic 
measures. The mission of thought and ex- 
perience, the Mayos pointed out, is better 
service to the patient; modern medicine 
does not necessitate a change in the rela- 
tions between physician and patient, but, 
on the contrary, organization of physicians 
and systematic effort instead of single en- 
deavor is the better way. 


We pride ourselves on the fact that in 
our country organizations are perfecting 
themselves along the path blazed by these 
pathfinders; the teaching clinics of our hos- 
pitals, in particular, realize the advantage of 
unity in thought and action among the ex- 
perienced and act as guide posts to those 
younger in medical endeavor. General sur- 
geons and specialists cooperate in diagnosis 
and treatment, engendering greater com- 
petency in surgery; the progressive spirit 
minimizes rivalry and destructive discord, 
and a better esprit de corps results. 

Physically, the Mayo brothers are no 
more, but the great institutions which they 
created are built on a firm foundation and 
will remain imperishable. Their biographers 
and collaborators mourn the fact that pa- 
tients will miss the indefatigable courage 
which they displayed, and their colleagues 
will miss their energizing inspiration. They 
have indelibly inscribed their names on the 
scrolls of surgical advancement. Their 
deeds remain emblazoned in the memory 
of those: who were privileged to quench 
their thirst at their fountain of knowledge. 

The Mayo brothers were prolific writers. 
Dr. Will has to his credit 650, and Dr. 
Charles 413, contributions to surgical lit- 
erature. 

Dr. Will visited Lima, the capital of 
Peru, accompanied by Dr. Franklin Martin, 
they were present at sessions of our Peru- 
vian Society of Surgery. Upon both the 
title of Honorary Members of the Institu- 
tion was conferred, and through their be- 
nevolence all those who were then members 
of our organization were made Fellows of 
the American College of Surgeons. On being 
informed of the death of the Mayos we 
were bound with grief and felt the distinct 
loss surgery has suffered. Their memory 
will remain a blessing and a constant re- 
minder that sincerity of purpose reflects its 
benefits on giver and recipient alike. 

EDOARDO BELLO, M.D., F.A.C.S., 
F.LC.S., LIMA, PERU 
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The Development of Parathyroidectomy during the 
Last Fifteen Years 


FELIX MANDL, M.D., F.LCS. 


Hadassah University Hospital, Surgical Department 
JERUSALEM, PALESTINE 


erated upon a tumor of the parathyroid 

in a patient suffering from osteitis fi- 
brosa generalisata (Recklinghausen’s dis- 
ease). he method used in this operation 
greatly stimulated surgical research, so that 
since that time it has become the method of 
choice to look for and remove adenomas of 
the parathyroid in a disease in which the 
majority of cases had, up to that time, been 
held incurable. In the meantime, the range 
of indication has been so widened that a 
critical discussion of the development of 
this operative method during these 15 years 
may be of interest. It will not of course be 


[: was on July 30, 1925, that I first op- 


possible to consider in detail all questions 
connected with this subject, for this would 
far exceed the scope of a single paper. As 
regards physiology and pathology of the 
parathyroid, the microscopical peculiarities 
of this organ, and its manifold relations to 
other endocrine organs, I refer the reader 
to the lectures on parathyroidectomy read 
at the French Surgical Congress in 1933 
(Welti and Jung) and the International 
Surgical Congress in 1935 (Chifauliau and 
Braine, Donati, Leriche and others). 

Up to 1925 Erdheim’s theory, implying 
that enlargement of the parathyroid glands 
(also found in rickets and osteomalacia) 
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should be considered a symptom of com- 
pensatory hypertrophy, had also been gen- 
erally accepted with reference to osteitis fi- 
brosa. As increased calcium metabolism im- 
posed a greater strain, the organ was said 
to become subject to hypertrophy in order 
to meet the increased demands upon it. It 
was, therefore, obvious to follow similar 
trends of thought in connection with mor- 
bus Recklinghausen, since here autopsy 
invariably revealed a parathyroid tumor 
(Hoffheinz, Maresch and others). 

In treating patients suffering from this 
disease my first thought was to support the 
gland in its work of controlling the calcium 
metabolism by administering a potent para- 
thyroid extract to the organism. My idea 
was that, should this procedure prove a fail- 
ure, that fact would indicate (contrary to 
Erdheim’s theory) that the new growth 
found in the parathyroid was to be consid- 
ered the primary factor; therefore, that 
nothing but removal of the parathyroid 
tumor would be effective in setting the dis- 
turbed calcium metabolism in order again 
and curing the disease. 


AUTHOR’S CASE REPORT 

A patient of this kind was admitted to 
my department in October, 1924. To begin 
with, treatment with Collip’s parathormone 
was tried, but with absolutely no result, 
none of the symptoms improving. 

In July, 1925, I decided to implant four 
parathyroid glands, taken from another pa- 
tient admitted to the hospital in a dying 
condition, into the abdominal wall of this 
patient. Even so, none of the symptoms dis- 
appeared; in particular, the calcium content 
of the urine remained unchanged. 

On July 30, I removed a parathyroid 
tumor (measuring 25:15:12 mm.) from the 
left inferior area behind the thyroid gland. 
On microscopic examination this was diag- 
nosed as an adenoma. 

As early as a few days after the opera- 
tion, the patient’s condition began to im- 





prove. The calcium content of the urine 
and the calcium level of the blood were 
considerably lower. The subjective condi- 
tion improved at once and no symptoms of 
tetany appeared. As early as four months 
later, roentgenograms showed denser lime 
shadows of the bones than before operation. 
The severe pain of the bones previously 
present also subsided. For the first time in 
years the patient was able to sit up in bed 
and to walk about on crutches. 

I reported upon this case in the Zentral- 
blatt fiir Chirurgie (1926). I am, however, 
going to describe its further development 
here, since in this patient, unfortunately, 
the process ran a protracted course, apart 
from the immediate postoperative improve- 
ment, which persisted for six years. Had 
the method not been repeatedly practiced 
in the meantime, and found successful, the 
operative procedure used on this ‘patient 
would not have gained the. importance it 
has. As it was, the procedure encouraged 
others in pursuing new operative methods 
along these same lines, although a number 
of unsatisfactory results were also reported. 

To begin with, the patient had to be ad- 
mitted to the hospital again in February, 
1926, on account of renal calculi and se- 
vere arthrosis of the knee joint. Continuous 
roentgen-ray control, however, revealed 
improvement of the condition of the skele- 
tal system. The general condition was also 
good and the calcium metabolism normal. 
In view of a certain amount of doubt ex- 
pressed by a number of authors in the liter- 
ature concerning the significance of my 
operative procedure, the patient was most 
carefully watched and exact determinations 
of the calcium and phosphorus proportion 
of the blood and urine made. The renal dis- 
turbance subsided after conservative treat- 
ment and the patient was soon dismissed 
from the hospital. 

At that time a sister of this patient also de- 
veloped osteitis fibrosa localisata of the 
tibia, which gave rise to spontaneous frac- 

















ture of the bone. This osteitis fibrosa loca- 
lisata (not Paget’s disease) later resulted in 
the growth of a sarcoma which made it nec- 
essary to amputate the leg. 

In the patient with morbus Reckling- 
hausen, however, the lime content of the 
skeletal system continously increased as 
time went on, so much so that Kienboeck 
(Vienna) expressed the opinion that the 
case might not present morbus Reckling- 
hausen at all, but Paget’s osseous disease. In 
Bruns’ Beitrdge (160, 1934), I vigorously 
contradicted this assumption, suggesting 
that it may well have been that the skeletal 
system with its severe lime deficiency ac- 
cumulated, after the successful operation, 
such large amounts of calcium that the pic- 
ture became strongly indicative of a pseudo- 
Paget. In this I have been supported by 
Looser, Snapper, Chifauliau and Braine, 
Rivoire, and others. 

Anyway, after six years of improvement, 
my patient’s condition grew worse. By Sep- 
tember, 1932, he once more had a renal 
calculus. There was hypercalcemia again, 
the phosphatase level of the blood was low- 
ered, the bones once more became decalci- 
fied and the patient was laid up. 

At the instigation of Julius Bauer, I de- 
cided to operate upon this patient again 
(October 18, 1933), trusting that there 
would be another parathyroid tumor. Since, 
however, none was found, either in the en- 
tire neck region or in the mediastinum, I 
removed a large portion of the thyroid 
gland, intending to remove simultaneously 
an intrathyroidal adenoma, should there be 
one. Actually, microscopical examination 
made it clear that two parathyroid glands 
had been removed during this thyroidecto- 
my. The one had been situated within the 
thyroid tissue, the other just touched the 
outer area. According to C. Sternberg’s 
view, the former was more than normal 
size, but there were no other pathological 
findings. 





THE DEVELOPMENT OF PARATHYROIDECTOMY 





It was significant that: 

1. After operation no tetany developed, 
although the patient had been deprived of 
three of his parathyroid glands. It was, 
therefore, obvious that somewhere in the 
organism there must be a substantial amount 
of active parathyroid tissue. 

2. Although the parathyroid activity had 
been greatly reduced, there was no im- 
provement of the condition and no change 
of the pathological calcium metabolism. 
Today we are well acquainted with the fact 
that removal of normal parathyroid tissue is 
not likely to influence this condition, which 
fact supports the theory that the para- 
thyroid tumor is the primary factor in 
creating the disturbance. 

3. The parathyroid glands may be aber- 
rant in position in such a way as to make 
it absolutely impossible to gain access to 
them by surgical means (Mandl, Deutsche 
Ztschr. f. Chir. 240, 1933). 

No improvement was attained and the 
patient succumbed in February, 1936. Even 
autopsy did not reveal parathyroid tissue 
or a parathyroid tumor anywhere in the 
organism, although all sites where the mis- 
placed organ could have been expected to 
be present were carefully inspected. 

The very interesting autoptic records, 
with a number of photographs taken at 
every stage, were unfortunately lost at my 
institute in Vienna through the Anschluss. 


OTHER CASES 


Thus this case, which has gained historic 
importance, ended in failure. But fortunate- 
ly for further research, the results obtained 
with this operative method by other work- 
ers persisted over much longer periods; and 
our confidence in the theory that looking 
for and removing a parathyroid adenoma is 
the method of choice in Recklinghausen’s 
disease need not be shaken. 

I particularly refer to the cases of Chi- 
fauliau (Leri, Lievre and Weil), the first 
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of their kind operated upon in France; the 
first American cases of Richardson, Aub 
and Bauer, Churchill and Coppe; the first 
English case of Gordon-Taylor and Wiles; 
the very impressive case of Snapper-Lanz 
and many more (Crotti, Coryn, Albert, 
Braine, Rivoire, Gold and Eisenberg, Clair- 
mont, Cuneo, Barr, Bulger and Dixon, 
Leriche and Jung, Ask-Upmark, Hell- 
stroem, Morelle, Alessandri, Donati, Valls, 
Wanke, Wichmann, Reischauer, Zuck- 
schwerdt, Hanke, Jacobs, Mondor, Mach 
and Riitishausen, Oliver). 

Recently Churchill and Coppe reported 
30 cases upon which they operated, Sauer- 
bruch’s Clinic 5, Clairmont and Brunner 3. 
The number of cases treated in this way is 
constantly increasing, and I estimate that 
up to the present over 300 patients have 
been operated upon. The mortality rate is 
between 7 and g per cent. 

Meanwhile I have had the opportunity of 
operating upon 7 more patients, and have 
repeatedly referred to the results of these 
operations in various publications. 

I shall now give an idea of the present 
status of the procedure, particularly stress- 
ing its problematic character as it becomes 
apparent in the clinical field. 

So that no confusion may arise concern- 
ing the nomenclature, I want to state in 
advance that, to begin with, I was rather in- 
clined to consider the disorder in question 

“dysfunction” of the parathyroid. To 
make things easier, however, regarding the 
indication for operation, I now prefer to 
speak of “hyperparathyroidism,” since it 
is now almost generally accepted that Reck- 
linghausen’s disease is connected with a 
parathyroid hyperfunction. Later I shall 
refer to the fact that in some exceptional 
cases enlargement of several of the para- 
thyroids is found, so that it is impossible 
to assume that the hyperfunction is con- 
nected with only one adenoma. 





INDICATIONS AND DIAGNOSIS 


The condition which most clearly calls 
for operative removal of the parathyroid 
adenoma is ostéose parathyréoidienne 
(Lievre); and within this complex, Reck- 
linghausen’s disease represents the clearest 
type of hyperparathyroidism. It is charac- 
terized by all clinical and chemical symp- 
toms of parathyroid hyperfunction. Diffuse 
decalcification of the skeletal system is pres- 
ent; cyst formation is revealed by roentgen- 
ograms; and microscopically — so-called 
brown tumors are found. 

The generalization of this process may 
assume various forms and degrees, it may 
run its course either chronically or acutely. 
There are always pain of the bones and 
spontaneous fractures. In roughly 75 per 
cent of the patients renal calculi are also 
present, and in proportion to their extent 
renal insufficiency may develop. There are 
always symptoms of chronic arthrosis. The 
neuromuscular system may also be involved, 
which fact finds its clinical expression in 
asthenia, muscular atony and excessive elec- 
tric excitability. Cardiovascular phenomena 
are constantly present, as are also digestive 
symptoms (Morelle). 

It is, however, the chemical findings that 
decide the condition: hypercalcemia, which 
may often reach an excessive degree (cf. 
Snapper), hypophosphatemia, _hypercal- 
curia, hyperphosphaturia. 

When envisaging the removal of the 
parathyroid, diagnosis must first of all be 
established on a solid basis, particularly by 
roentgenograms, and the presence of hyper- 
calcemia should be ascertained with abso- 
lute sureness. 

But we shall see that even these diag- 
nostic means are rather unreliable. As to 
differential diagnosis, first of all, localized 
osseous diseases must be ruled out (osteitis 
fibrosa localisata, enchondrema, sarcoma, 
Ewing’s tumor, tuberculosis). It should be 
pointed out that in osteitis fibrosa localisata, 























hypercalcemia has never been found 
(Mandl, Roux-Berger, Lievre and others). 
The same holds true with Schueller’s dis- 
ease (Snapper). If, however, the multiple 
types of these diseases are present, diagnosis 
presents tremendous difficulty. A decision 
may be reached in such cases by testing the 
blood for the absence of hypercalcemia; a 
diagnostic bone excision may also be under- 
taken. 

There are, however, a number of types 
of generalized osseous affections which pre- 
sent much difficulty in diagnosis. In some 
of them—the senile osteoporosis, osteomal- 
acia due to nutritional deficiency, osteop- 
sathyrosis, multiple enchondromas—the cal- 
cium values in the blood always are normal. 
Hypercalcemia may, however, also be 
found in connection with grave destructive 
processes, e.g., in diffuse skeletal carcinosis 
as well as in myelomatosis (Barr, Bulger 
and others). 

Thus hypophosphatemia, which always 
accompanies hyperparathyroidism, may 
sometimes be more characteristic of this dis- 
order than hypercalcemia, although this is 
usually referred to as the leading symptom 
of hyperparathyroidism, since in connection 
with skeletal carcinosis as well as with 
myelomatosis no hypophosphatemia is en- 
countered. 

Diagnostic difficulty may, however, be 
encountered and may interfere with the 
pathogenetic clarification, if attempts are 
made to distinguish hyperparathyroidism 
from Paget’s diseases of bones. Always 
championing the dualistic viewpoint, I have 
repeatedly drawn attention to the fact that 
Recklinghausen’s disease and Paget’s disease 
are absolutely different conditions. This is 
clearly shown by the clinical course they 
run and the difference in their roentgeno- 
grams. In the entire literature there is no re- 
port of Paget’s disease in which there has 
been definite proof of the presence of hyper- 
calcemia, nor has it ever been possible to dis- 
cover a parathyroid adenoma in this disease. 
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I may remind the reader of Schmorl’s 
findings, obtained a long time ago. Among 
138 autopsies of victims of Paget’s disease, 
he found not one parathyroid tumor. Also 
in point are the unsuccessful attempts of 
Snapper, Ballin, Mandl and others to dis- 
cover a parathyroid tumor in connection 
with Paget’s disease. 

However, a number of authors hold the 
view that there is nevertheless a certain re- 
lationship between the two disorders (Do- 
nati). Gutmann and Barclay-Parson recent- 
ly reported 3 cases of Paget’s disease in 
which hyperparathyroidism had been pres- 
ent. However, even these authors stress the 
fact that this occurrence is extremely rare. 

My detailed discussion of this subject is 
found in Bruns’ Beitrdge (160), and I have 
had the opportunity of talking the subject 
over with Kienboeck. Should we find 
sclerotic patches in the bone tissue of an 
otherwise decalcified skeletal system of a, 
patient with Recklinghausen’s disease, this 
should be considered a symptom of repara- 
tion there. If, however, this sort of change 
is found after successful operation, it is 
indicative of beginning cure, since it is now 
generally accepted that after successful op- 
eration, normalization of the osseous struc- 
ture may be expected. 

It is, moreover, worthy of record that, 
when trying to distinguish Recklinghau- 
sen’s from Paget’s disease, the diagnostic ex- 
cision of bone tissue will not help in any 
way since, as is well known, the same mic- 
roscopical findings may be present in both 
diseases. . 

Diagnosis may become even more diffi- 
cult where the other generalized osseous dis- 
eases are concerned. Again and again, cases 
of myelomatosis, lymphosarcoma, xantho- 
matosis or carcinosis of the bones have been 
reported in which attempts were made to 
discover a parathyroid tumor, an adenoma 
of the thyroid eventually being mistaken 
for one and removed without microscopical 
verification. The negative result in such 
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cases was considered due to inadequate op- 
eration until further development helped 
to explain the situation. A number of work- 
ers, including myself, have had this kind 
of experience (cf. Bruns’ Beitrige 162). 
Thus Fletcher, Lutz and Pusch described 
angio-endotheliomatosis of the bones which 
led to errors in many such cases. Quite re- 
cently a similar experience was reported by 
Rahm (Zentralbl. f. Chir. 1939) in connec- 
tion with hemangiomatosis of the bones. 

The latest publications on osseous dis- 
eases (Snapper, Geschickter and Copeland, 
Henderson, Luedin) most instructively 
demonstrate how difficult diagnosis niay be 
- rendered, and it becomes clear that it is ex- 
clusively definite hypercalcemia and hypo- 
phosphatemia (ascertained by repeated test- 
ing) (Clairmont) that decide the diagnosis 
of hyperparathyroidism. 

It should, however, be further concluded 
that in cases where no definite diagnosis can 
be established, it is much oftener advisable 
to make exploratory bone excision than to 
run the risk of operation. 

It is further important that chemical tests 
must be made in cases of this kind (accord- 
ing to Clairmont), since the decisive path- 
ological changes of the calcium metabolism 
usually found in Recklinghausen’s disease 
may be absent either when a spontaneous 
remission sets in, or if marked renal insuf- 
ficiency is present, or at a stage when the 
skeletal system has more or less been de- 
stroyed. 


CHANGES OF THE PARATHYROIDS AND THEIR 
RELATIONSHIP TO HYPERPARATHYROIDISM 


As is appropriate to the purpose of this 
report, I want to discuss only those find- 
ings apparent to the naked eye. In the vast 
majority of cases of hyperparathyroidism 
the parathyroid tumor is not palpable. If 
anything is felt, this is, in my opinion, usu- 
ally a separate lobe of the thyroid gland. 

Therefore, when trying to identify 
changes of the parathyroid or prove the 
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presence of tumor formation, there is no 
other way but to operate. 

Recently attempts have been made to lo- 
cate the site of the parathyroid adenoma by 
roentgenograms taken previously to opera- 
tion. Some evidence may be thus revealed 
(obscurity of the mediastinum, a certain 
amount of displacement in the esophageal 
area) (Clairmont). 

It is by no means always easy to find the 
tumor even intra operationem. Only 75 
per cent of the parathyroid tumors are ac- 
tually encountered at the normal anatomi- 
cal site of the gland (Mandl). In the others 
the site of the tumor is more or less patho- 
logical; to only part of these is operative ap- 
proach possible. 

These pathological sites are in the neigh- 
borhood of the thymus or the anterior me- 
diastinum, near the carotis communis, the 
tracheo-esophageal corner; and it is by no 
means a rare event for parathyroid tissue 
to be found even within the thyroid gland. 
The frequency of the latter condition has 
been shown by Getzova, Eiselsberg, Ballin, 
Mandl and others. This is helpful in ex- 
plaining the fact that, when no parathyroid 
tumor has been found, the unilateral re- 
moval of the thyroid gland may be of some 
use. 

It is therefore imperative to ascertain by 
frozen microscopic section, even during 
operation, whether the tissue removed is 
actually the tumor being looked for. A 
number of operations have been futile, or 
have given rise to wrong conclusions, be- 
cause this procedure was omitted. 

A number of cases reported in the liter- 
ature demonstrate the difficulty of looking 
for the tumor during operation. As early as 
1926, Dubois undertook to extirpate a tu- 
mor of this kind in a patient suffering from 
Recklinghausen’s disease. Since, however, 
no tumor was found, he removed two nor- 
mal parathyroid glands. Naturally the pa- 
tient did not improve, and it was only after 
operating upon this patient seven times that 

















he succeeded in finding and removing a 
tumor of the mediastinum. Churchill and 
Coppe were also forced, in five cases, to 
operate a second time before they were able 
to remove the tumor. In one of these cases 
thyroid tissue had already been removed on 
both the right and left sides, and not until 
the seventh operation was it possible to de- 
tect and remove an adenoma of the para- 
thyroid situated in the anterior mediasti- 
num, and the sternum had to be separated 
to get access to it. 

It need not be emphasized that in cases 
in which definite hyperparathyroidism is 
present and where a parathyroid tumor 
may be definitely expected, the removal of 
normal parathyroid tissue is fraught with 
danger, in view of the postoperative tetany 
which may occur—a complication which 
may also arise in any ordinary operation on 
an adenoma of the parathyroid, even if no 
unsuccessful manipulation had been made 
previously (Albert, Lievre, Snapper). 

Tumors to which no access is possible 
are usually situated in the depth of the an- 
terior inferior mediastinum or retroperito- 
neally. They are sometimes found on 
autopsy. 

As to the relationship between para- 
thyroid tumors and hyperparathyroidism, 
it is now generally accepted (as I suggested 
in 1925) that the parathyroid tumor ts actu- 
ally the primary factor in bringing about 
this condition. This assumption has mean- 
while been verified by a great number of 
operations and experiments. In my opinion, 
the parathyroid adenoma produces—simi- 
larly to the hypophyseal tumor which pro- 
duces acromegaly—that sort of toxic con- 
dition of the organism which to begin with 
disturbs the calcium metabolism, so that it 
eventually reaches pathological lines and 
presents the characteristic chemical find- 
ings. 

Although this fact is generally accepted 
today, observations and facts which do not 
fit into the picture should not be ignored: 
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1. In some rare cases, so-called silent 
tumors are found, unaccompanied by ap- 
parent skeletal changes, and it is sometimes 
only during autopsy that they are discov- 
ered (Bergstrand). Even clinically several 
such cases have been reported (Keynes, 
Brit. J. Surg. 1939). 

2. Moreover, the significance of those 
rare cases which present hypercalcemia as 
a result of skeletal carcinosis or myelomat- 
osis, but which afterward also develop a 
parathyroid tumor, should not be over- 
looked. As far as I am able to judge from 
the literature, no more than five cases of 
this kind have been reported up to the pres- 
ent, although this special field has been ex- 
haustively investigated (Barr and Bulger, 
Klemperer, Bernard and co-workers, Welti 
and co-workers, Ben Asher, J. Lab. & Clin. 
Med. 1939). 

No satisfactory explanation of this singu- 
lar occurrence is yet possible. It may be that 
in exceptional cases decalcification of the 
skeleton produces enlargement of the para- 
thyroid gland. If so, why is this so rarely 
the case? Is there a possibility that the same 
adenoma which, in the vast majority of 
cases, must be held responsible for the de- 
calcification process of Recklinghausen’s 
disease, should in some exceptional cases 
represent the response of the organism on 
compensatory lines? 

The rare findings referred to above lead 
me to outline my views on this subject, ex- 
pressed as early as 1926, but now based also 
on the findings of the latest reports. I ad- 
here to the theory of the primary activity 
of the parathyroid tumor in producing hy- 
percalcemia as well as hyperparathyroidism, 
and consequently Recklinghausen’s disease. 
This belief is based on the following 
reasons: 

1. Removal of the tumor, in all those 
cases where it is actually found during op- 
eration, has an effect on Recklinghausen’s 
disease similar to the effect of removal of a 
hypophyseal tumor on acromegaly. 
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2. Administration of parathyroid extract 
or implantation of parathyroid tissue has no 
effect on Recklinghausen’s disease. 

3. In a number of experiments, on the 
contrary, administration of parathyroid ex- 
tract produced a condition of the bones and 
kidneys very closely resembling Reckling- 
hausen’s disease. 

4. Within the endocrine system no pri- 
mary tumor which is at the same time com- 
pensatory and nonpathogenetic in nature 
has ever been encountered (thyroid, hy- 
pophysis, adrenals). 

5. It is highly improbable that in con- 
nection with an organ which is bilateral in 
nature and develops in pairs, only one of 
those three or four formations should be- 
come subject to compensatory hypertrophy 
and bear alone the burden of an increased 
strain. 

The very rare cases of hyperparathyroid- 
ism involving more than one parathyroid 
gland will be referred to later, but in the 
great majority of cases an adenoma is found 
only in one parathyroid gland. 

6. In the numerous cases of genuine 
hyperparathyroidism reported in the litera- 
ture, the elimination of normal parathyroid 
tissue has in no case been able to check the 
condition. Improvement or cure was only 
effected if, following several operations, it 
was eventually possible to discover the 
parathyroid adenoma and remove it (Lievre, 
Mandl, Dresser and Hampton, Churchill 
and Coppe and others). 

These arguments are mentioned only in 
order to prove the primary importance of 
one single parathyroid tumor for hyper- 
parathyroidism or Recklinghausen’s disease. 
This is all the more important since Leriche 
(International Surgical Congress, 1935) 
declared that he himself still adhered to 
Erdheim’s theory. 

In this connection I take the liberty of 
mentioning that I am in possession of a 
posthumous manuscript of Erdheim’s given 
to me by his relatives. It contains the draft 


of a lecture on this subject, in which Erd- 
heim, the first to establish, with his historic 
experiments on rats, the relationship be- 
tween the parathyroid gland and the skele- 
tal system, declares that he is now fully in 
agreement with my view on the primary 
importance of the parathyroid tumor, and 
holds it responsible for the decalcification 
process taking place in the osseous system. 
This draft clearly demonstrates that Erd- 
heim renounced his former opinion, accorc- 
ing to which the parathyroid tumor was of 
only secondary importance and was ex- 
plained as being due to compensatory hy- 
pertrophy. 

There are still a good number of confus- 
ing exceptions, which do not, however, 
break the rule; they have been reported 
upon by Crotti, Albright, Bloomberg, Cas- 
tleman and Churchill, and Churchill and 
Coppe. The latter reported on six cases 
treated by them which presented diffuse 
hypertrophy of all parathyroid glands and 
in which, although there was actually every 
evidence of Recklinghausen’s disease, not a 
single parathyroid tumor could be detect- 
ed. Eleven further cases are quoted from 
the literature by these authors, based partly 
on autoptic, partly on operative records 
(Hellstroem, Bergstrand, Hanke, Hunter, 
Abel). 

Naturally such findings cause us to re- 
flect, and should lead us, even after an 
adenoma has been found during operation, 
to inspect the remaining parathyroids. I 
emphasized the importance of this attitude 
in my article on the technic of parathyroid- 
ectomy (Deutsche Ztschr. f. Chir. 240, 
1933). The surgeon has consequently to 
envisage the problem of whether or not to 
remove the multiple enlarged organs, or 
how much of them to remove, in order to 
secure the effect desired—on the other hand 
running the risk of producing severe tetany 
(cf. Oliver Cope). 

By the way, it is interesting to note that 
Churchill and Coppe hold the hypophyseal 
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gland responsible for these rare cases 
(Hertz and Kranes). 


OTHER INDICATIONS FOR 
PARATHYROIDECTOMY 


Although, according to the above, the 
necessity of the operative procedure in 
hyperparathyroidism and, therefore, Reck- 
linghausen’s disease, seems definitely estab- 
lished, and in need of no further discussion, 
this is not the case with other osseous dis- 
orders. Here it must be decided from case 
to case whether or not to undertake opera- 
tion. As mentioned above, attempts to in- 
fluence Paget’s disease by parathyroidec- 
tomy are doomed to failure. In the therapy 
of other osseous diseases, the nature of 
which is not so clear, parathyroidectomy 
has sometimes been considered and success- 
fully performed. 

I am quoting only one of a great number 
of publications on this subject, that of 
Leriche and Jung (Presse méd. 1938). The 
authors report upon a patient, aged 15, of 
stunted growth and with generalized decal- 
cification of the bones, in whom the re- 
moval of a parathyroid tumor 12 cm. long, 
which protruded into the thymus, yielded 
good results. This patient presented, in ad- 
dition, interfascicular and perimuscular 
sclerotic patches. Bretscher also observed 
an enlarged parathyroid and hyperplasia 
of the thymus in one case. Wertheimer and 
Guillemin; (Presse méd. 1939) obtained good 
results in a patient, aged 37, who suffered 
from ostéoporose douloureuse post-trau- 
matique with hypercalcemia, by removing 
a normal parathyroid. Osteitis generalisata 
(described by Albright) with its singular 
pigmentation of the skin (as also observed 
by Mondor) likewise seems to respond to 
parathyroidectomy. In other osseous dis- 
orders, the nature of which has not been 
fully clarified as yet, influencing the con- 
dition by extirpation of normal parathyroid 
tissue has also been tried. 


Disorders which do not involve the os- 
seous system and in which the elimination 
of normal parathyroid tissue for therapeutic 
purposes has also been recommended, are: 
various types of polyarthritis, spondylar- 
thritis (Bechterew), sclerodermia, myositis 
progressiva generalisata, spontaneous keloid 
formation of the skin, Buerger’s disease, 
Parkinson’s disease, etc. It has also been rec- 
ommended to influence recurring renal cal- 
culi by removing parathyroid tissue. 

I am, at present, much more doubtful as 
to the therapeutic prospects of these cases 
when treated by parathyroidectomy than I 
used to be, since, in my experience, the re- 
sults of this operation are not so good as 
they first seemed to be (cf. Bruns’ Beitrage 
162). My former viewpoint needs, there- 
fore, a certain amount of revision (Wien. 
klin. Wchnschr. 1938). Above all, it should 
be emphasized that in none of these cases 
has enlargement or a tumor of the para- 
thyroid gland ever been encountered. If, 
therefore, one assumes these disorders to be 
connected with hyperparathyroidism, one 
must necessarily remove normal parathyroid 
tissue from the organism. It is a matter of 
course that, the operative procedure having 
been decided upon, the microscopical iden- 
tification of the parathyroid tissue must be 
established during operation. 

The question, however, as to whether or 
not this therapeutic procedure is logical, 
needs further discussion. To begin with, it 
should be clear that although by injecting 
parathormone a number of investigators 
were actually successful in producing a 
condition of the bones and kidneys the 
symptoms of which were similar to those 
prevailing in Recklinghausen’s disease 
(Jaffe, Bodanski, Blair, Aub and Albright, 
Mandl and Uebelhoer, and others), it has 
never been possible, experimentally, to pro- 
duce ankylotic diseases of the joints in this 
way. On the other hand, Selye and Shelling 
stimulated the deposition of calcium in the 
skin with this procedure. 
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The fact that although in the above men- 
tioned disorders a “slightly” raised level of 
the blood calcium may now and then be 
encountered, the calcium metabolism is in 
the majority of cases absolutely normal 
also does not agree with this therapeutic 
theory. 

Cases which are not accompanied by hy- 
percalcemia cannot, therefore, be attributed 
to a disturbed parathyroid function. ‘Thus 
a certain amount of criticism is justified in 
judging the results of this operative manip- 
ulation. 


DISEASES OF THE JOINTS 


W. A. Oppel and Samarin, as is well 
known, first suggested parathyroidectomy 
combined with unilateral thyroidectomy in 
the treatment of ankylotic polyarthritis. 
The idea was that in all cases of tetany and 
spasmophilia brought about by hypofunc- 
tion of the parathyroid glands, hypocal- 
cemia, as well as a heightened electric ex- 
citability, was also present. In the opinion 
of the above authors, most of the cases of 
ankylotic articular diseases present hyper- 
calcemia and lowered electric excitability 
(ankylotic polyarthritis, spondylarthritis), 
and so were classified under the heading of 
hyperparathyroidism. 

Quite recently, Schkurov (J. Bone and 
Joint Surg., 1935) among others, reported 
on this subject. Out of 58 cases, the calcium 
level of the blood was lowered in “a good 
number” subsequent to operation. Fifty per 
cent showed subjective as well as objective 
improvement. Schkurov also operated upon 
such patients in whom, previous to opera- 
tion, no hypercalcemia had been recorded, 
and even recommended parathyroidectomy 
as a prophylactic against threatening ankyl- 
osis. 

The results reported by other authors are 
for the most part poor, for the rest confus- 
ing: Welti and Garnier operated upon 14 
cases of “chronic rheumatism,” and ob- 
served that those with no deforming arthri- 


tis responded satisfactorily to the treatment. 
L. Franco gives 69 cases (collective statis- 
tics): 34 of these patients showed tempo- 
rary improvement, 21 did not respond to 
the treatment, 12 were cured, and 2 died. 
Simon found 151 cases in the literature, in 
57 per cent of which the procedure was 
said to have been successful. 

As a matter of fact, it should be borne 
in mind that an enormous difference exists, 
clinically as well as pathogenetically, be- 
tween the various types of chronic rheuma- 
tism and ankylotic articular processes, and 
this makes the decision as to whether or not 
to choose the operative procedure all the 
more difficult. 

No doubt, chronic articular diseases should 
be approached by parathyroidectomy only 
if definite hypercalcemia is present. In the 
future, I have decided to operate upon these 
cases exclusively under this condition, in 
view of the rather poor results I, too, have 
had up to now. 


SCLERODERMA 


Another disorder in which parathyroid- 
ectomy has repeatedly been attempted is 
scleroderma. It is, however, only in the 
more or less generalized type that the op- 
erative procedure should be decided upon. 

According to Thibierge-Weissenbach, 
here the theoretical grounds for undertak- 
ing the operation are: 

Where hyperosteolysis is present, the ex- 
cessive amounts of calcium are not always 
released into the blood, or eliminated from 
the organism in the urine, but may also 
be deposited in the skin, where the calcium 
is either distributed over large areas or 1s 
found in plaques and can be identified by 
chemical tests. It is worthy of record that 
even in this type of hypothetical hyper- 
parathyroidism again only hypercalcemia, 
no parathyroid tumor nor .diffuse enlarge- 
ment of all parathyroid glands, has been 
met with. 
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It is further worthy of note that the re- 
sults of parathyroidectomy in scleroderma 
are even more impressive (as far as the lit- 
erature gives information on this point) if 
sympathectomy is combined with this oper- 
ation, as used, for instance, by Leriche in 
most of his cases. The results of this pro- 
cedure are, however, somewhat confusing, 
since it is not clear how far the therapeutic 
success must be attributed to parathyroid- 
ectomy and to what extent the sympa- 
thetic procedure must be held responsible. 
Moreover, the combined action of the para- 
thyroid and the sympathetic nerve should 
also be taken into consideration, were there 
not a number of important clinical observa- 
tions which do not agree with this assump- 
tion (Leriche and Jung were able to cure 
a case of severe tetany by cervicothoracic 
sympathectomy and another case was also 
cured in this manner). These authors as- 
sume that a réactivation endocrinien of the 
parathyroid follows sympathectomy. If this 
is true, parathyroidectomy and sympathec- 
tomy should counteract one another, so that 
it would be highly illogical to combine both 
procedures. 

The above arguments are of great im- 
portance with reference to parathyroidec- 
tomy in scleroderma; and those operations 
in which parathyroidectomy and sympath- 
ectomy were carried out simultaneously 
(Chifauliau and Braine, Basch and Lei- 
bovici) now appear in another light. 

Those cases of scleroderma in which 
only the parathyroid procedure was chosen 
were doubtful as to their results (Grégoire, 
Alessandri, Houssein and others). 

According to my own experience, based 
upon two severe cases recently treated, it is 
the sympathetic procedure which is decis- 
ive, particularly since symptoms of hyper- 
parathyroidism are very rarely encountered 
in scleroderma. 

It is a well-known fact that one of the 
classical symptoms of morbus Reckling- 
hausen is the formation of stones in the 


urinary tract, since there is no doubt that 
the vast majority of patients eventually suc- 
cumb to both cachexia and uremia (Hunt- 
er-Turnbull, Churchill and others). The 
question now arises whether a disorder so 
widespread as urinary calculi may perhaps 
be so closely related to the parathyroid ac- 
tivity that conclusions concerning therapy 
may be drawn from this. 

Barney and Mintz found that out of 100 
patients with stones 18 suffered from hyper- 
parathyroidism. But none of them presented 
any skeletal symptoms whatsoever. As a 
matter of fact, the hypercalcemia of these 
patients did not exceed 12-14 milligrams per 
cent. On the other hand, as far as I am in- 
formed by the literature, over go per cent of 
the cases with hyperparathyroidism develop 
stones. So no other way remains but to as- 
sume that the formation of stones is only 
a symptom of high hypercalcemia and has 
nothing to do with those cases which, so 
to speak, develop spontaneously and are 
not accompanied by decalcification of the 
bones and where no other symptoms of 
hyperparathyroidism are encountered. 

Recently three papers have appeared 
(Griffin, Osterberg and Braasch, and Hig- 
gins, Fouweweather and Pyrah) which also 
show that primary latent hyperparathyroid- 
ism is most probably not in itself an etio- 
logical factor active in producing renal 
calculi. 

In connection with stones in the kidney 
and ureter I have not found hypercalcuria 
or hypercalcemia in a considerable number 
of patients. It is, however, obvious that in- 
creased excretion of calcium induces an al- 
teration in the renal parenchyma, and pro- 
phylactic measures on these lines might, 
therefore, be beneficial. 

Parathyroidectomy in the treatment of 
stone diseases, therefore, lacks sufficient evi- 
dence of efficacy to be actually applied at 
present. 

In two extremely serious cases I never- 
theless operated upon the parathyroid gland, 
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although there was certainly no hyperpara- 
thyroidism. One of the patients had al- 
ready developed uremia; his kidneys had 
been operated upon several times and new 
stones had formed again and again in both 
kidneys. In this patient the operation was a 
success. As long as he could keep me in- 
formed (about one year after the opera- 
tion) he had no subjective troubles. Anoth- 
er patient had only hematomas of the renal 
area to begin with, as the result of being hit 
with a stick and kicked in a concentration 
camp. As time went on, these hematomas 
became ossified, and in the end the renal 
bed was completely ossified on both sides 
and uremic symptoms appeared. In this case, 
the operation induced subjective improve- 
ment, although roentgenograms in no way 
indicated reduced ossification (cf. Brindle- 
Hermann). 

In view of the above, it seems worth 
while in very desperate cases to attempt to 
reduce the parathyroid tissue by operation. 

In Recklinghausen’s disease, also, absorp- 
tion or dissolution of calculi which have 
once been formed cannot be expected, even 
if operation has on the whole been success- 
ful. New formation of stones, however, will 
probably not take place, or will at least 
be greatly reduced after hypercalcuria has 
once been checked in this way. 

BUERGER’S DISEASE 

Bastai and Dogliotti, Giordano, Paolucci, 
Camolli and others endeavored to influence 
various angiospastic conditions, including 
Buerger’s disease, by parathyroidectomy 
(cf. Donati, International Surgical Con- 
gress, 1935). As far as angiospastic condi- 
tions are concerned, it may be that a sym- 
pathetic effect must be considered here. 
On the basis of all we know about Buerger’s 
disease or, better, what we do not know 
about it, we should refrain from taking ac- 
tion before more detailed reports are avail- 
able. Personally I have had the opportunity 
of observing satisfactory results with total 





thyroidectomy in some cases of Buerger’s 
disease, but it will not be possible to judge 
the results until some time has elapsed. In 
view of the close interaction which exists 
between all the factors of the endocrine 
system, and particularly in view of the close 
anatomical relationship between the thyroid 
and the parathyroid gland, the above re- 
sults should perhaps be explained on these 
lines. 


SUMMARY 


Fifteen years after the first parathyroid- 
ectomy was performed, a survey of the 
field of indication with reference to this 
operation is given. Only clinical viewpoints 
are, however, referred to. 

The course of the first case of successful 
parathyroidectomy in a patient suffering 
from Recklinghausen’s disease is reported. 

If parathyroidectomy is to be successful, 
the diagnosis of hyperparathyroidism must 
be clear. A number of osseous changes 
which should be taken into consideration 
in differential diagnosis are enumerated. 
Sometimes there is not much difficulty in 
distinguishing Paget’s disease from Reck- 
linghausen’s disease, but other osseous dis- 
turbances present much more difficulty. 
Often diagnostic bone excision is the only 
means of establishing diagnosis so that 
parathyroidectomy may be justified. 

Only in the case of a correct diagnosis 
will a parathyroid tumor actually be found, 
and its removal will cure the disease. Up 
to the present, roughly 300 cases have been 
operated upon. The mortality rate is 9 per 
cent. 

Very frequently the tumor is not easily 
found, particularly since in 25 per cent of 
the cases the organ is encountered at an ab- 
normal site. 

Proof is given of the fact that my view 
concerning the primary importance of the 
tumor with reference to the entire complex 
of hyperparathyroidism, discussed for the 
first time in 1926, holds true even today. 
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It is of no significance that in some very 
rare cases so-called silent tumors of the 
parathyroid have been encountered. 

Indications other than morbus Reckling- 
hausen for parathyroidectomy are dis- 
cussed. After a transitory period of great 
enthusiasm, it has become clear that the re- 
sults obtained with this operative method in 
various articular diseases, scleroderma and 
stone affections, etc., are neither very clear 
nor very convincing. Only if hypercal- 
cemia can be diagnosed in connection with 
diseases of this kind, should reduction of 
the parathyroid tissue (which is then al- 
ways found to be normal) be considered. 

Apart from the author’s own case his- 
tories, the important findings of the litera- 
ture are given. On the whole, the advice is 
offered to keep strictly to the indication, 
so that the results of parathyroidectomy 
may be kept favorable. 
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RESUME 

Le devélopement de la parathyroidectomie 
durant les dernierés quinze années 

Quinze ans aprés la premiere parathyroid- 

ectomie l’auteur analyse les indications pour 

cette opération. II n’envisage que les points 

de vue clinique. La premiére parathyroid- 
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ectomie faite avec succés chez un malade 
souffrant de la maladie de Recklinghausen 
est rapportée en détail. 

Pour que la parathyroidectomie soit un 
succés, le diagnostic d’hyperparathyroid- 
isme doit étre évident. Un nombre de lé- 
sions osseuses qui demandent a étre con- 
siderées dans le diagnostic différentiel sont 
énumérées. La maladie de Paget offre par- 
fois quelque difficultés. Parfois un diagnostic 
précis n’est obtenue qu’aprés excision et 
examen d’un fragment osseux. 

Si le diagnostic est correct, |’enlévemen; 
de la tumeur parathyroidale sera suivi de 
guérison. Jusqu’s a nos jours a peu prés 300 
opérations ont été rapportées. La mortalité 
est de g pour cent. Souvent, la tumeur est 
difficile a trouver, parce que dans vingt- 
cing pour cent des cas, la glande a un siege 
anormal. 

L’importance primaire des ces tumeurs et 
leur rapport avec hy perparathyroidisme 
furent discutés pour la premiére fois en 
1926. Cette importance est aujourd’hui gen- 
eralement admise. Dans quelques cas on a 

: 

trouvé ces tumeurs ne causant aucun 
symptome et dans quelques cas, extréme- 
ment rares, on a trouvé une hypertro- 
phie de plusieurs ou de toutes les glandes 
parathyroides. On a fait la parathyroid- 
ectomie pour certaines maladies des articu- 
lations, pour la sclerodermie pour la dia- 
thése calculeuse, etc. Les résultats obtenus 
sont douteux et peu convainquants. 

L’auteur analyse son cas et nous donne 
un bon resumé de la littérature du sujet. Il 
recommande qu’on étudie bien les indica- 
tions de |’opération. Ainsi, on obtiendra des 
resultats favorables. 


ZUSAMMENFASSUNG 


Die Entwickelung der Parathyreoidectomie 
in der letzen 15 Jabren 


Nach dem die erste Parathyreoidectomie 
15 Jahren ziiruckliegt, wird eine Ueber- 
sicht tiber das Indikationsgebiet versucht. 











310 JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Der Verlauf des erst operierten Falles 
wird aiisfuhrlich des childert. Um einen 
Erfolg der Parathyreoidectomie zu si chern, 
muss vor allem die. Diagnose: Hyperpara- 
thyreoidismus klar sein. Die verschiedenen 
generali sierten Knochenerkrankungen ma- 
chen oft differential diagnostiche Schwierig 
kieten. Oft muss die Probe excision Klar- 
heit schaffen. 

Neben der Radiographie sind Hypercal- 
caemie und Hypophosphataemie die wich- 
tigsten Kriterien zu der Operation. 

Bisher wurden bei der Recklinghausen- 
schen Knochenkrankheit, die den klarsten 
Typus des Hyperparathyreoidismus dar- 
stellt fast 300. Operationen ausgefiihrt. Die 
Mortalitat betragt ca 9%. 

Oft ist die Suche nach dem ursichlichen 
Tumor schwierig, da bei 25% der operier- 
ten Falle eine anormale Lage des Tumors 
festgestelt wurde. 

Es wird erwiesen, doss die vom Autor 
schon 1925 vorgebrachte Ansicht iiber die 
ursichlic e Bedeutung des Tumors noch zu 
Recht besteht. 

Die seltenen Faille von “Stummen” Tu- 
moren oder aber, dass manche Autoren an 
mehr als an einem Parathyroid Verander- 
ungen fanden (Churchill & Coppe) andern 
vorlaufig nichts an dieser Ansicht. 

Es werden dann die anderen Indikationen 
zur Parathyreoidectomienoch angefiihrt. 
Gelenkkrankheiten, Sklerodermie, Biir- 
gersche Krankheit, Steinlieden. Nach An- 
sicht des Autors besteht nur bei eindeutig 
chemisch festgestelltem Hyperparathyreoid- 
ismus die Indikation zu der Operation, die 
sich aber bein den angefuhrten Zust andern 
relativ selten ergibt. 

Es wird eine strengere Indikation vorge- 
schlagen, um die Op. Ergebnisse auf einer 
gewissen Hohe zu hal ten. 


SUMARIO 
El Desarrollo de la Paratiroidectomia 


Durante los Quience Ultimos Afios 


Quince afios despues de que la primera 
paratiroidectomia fue hecha, una investiga- 





cién del campo de indicaciones con refer- 
encia 4 esta operacién es dada. Solamente 
puntos de vista clinicos son mencionados. 
El curso del primer caso con éxito en la 
paratiroidectomia en un enfermo sufriendo 
la enfermedad de Recklinghausen es re- 
portado. 

Para obtener éxito en la paratiroidecto- 
mia, el diagndstico de hiperparatiroidismo 
debe de ser claro. Un nimero de cambios 
oseos los cuales deben de tomarse en con- 
sideracion en el diagnéstico diferencial son 
enumerados. Algunas veces no hay mucha 
dificultad en distiguir la enfermedad de 
Paget de la de Recklinghausen; pero otros 
trastornos oseos pueden y se presentan mas 
dificultades. Muy 4 menudo la excision de 
hueso es el unico medio para hacer el diag- 
ndéstico, asi que la paratiroidectomia esté 
justificada. 

Solamente en el caso de un diagnéstico 
correcto un tumos paratiroideo sera actual- 
mente encontrado, y su extirpacién curara 
la enfermedad. Hasta el presente, un esti- 
mado como de unos 300 casos han sido op- 
erados. La mortalidad es de nueve por 
ciento. 

Muy frecuentemente el tumor no se en- 
cuentra facilmente, particularmente debido 
4 que en el 25% de los casos el organo se 
encuentra en un lugar abnormal. 

Prueba es dada de la verdad de que mi 
punto de vista con relacion 4 la importancia 
primaria de el tumor con referencia al com- 
plejo entero de la hiperparatiroidismo, dis- 
cutida por primera vez en 1926, se sostiene 
absolutamente verdadero aun al presente. 

No es de significancia que en algunos 
casos muy raros llamados tumores callados 
de las paratiroides han sido encontrados, 6 
que en casos extremadamente raros aumento 
de tamafio de varias 6 aun de todas las para- 
tiroides han sido reportados (Churchill y 
Coppe). 

Otras indicaciones ademas del estado mér- 
bido de Recklinghausen pora paratiroidec- 
tomia son discutidas. Despues de un periodo 
transitorio de gran entusiasmo, se ha vuelto 
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claro que el resultado obtenido con este 
método operativo en varias enfermedades 
articulares, esclerodermia y afecciones de 
piedra, etc., no son ni muy claras ni muy 
convincentes. Solamente si hipercalcemia 
uede ser diagnosticada en coneccién con 
enfermedad de esta clase, la reduccién del 
tejido paratiroideo puede ser aconsejada 
(el cual se encuentra siempre normal). 


RIASSUNTO 


Lo Sviluppo della Paratiroidectomia Du- 
rante gli Ultimi 15 anni 

Quindici anni dopo la prima paratiroid- 
ectomia, un esame é dato del campo di indi- 
cazione in relazione a quest’operazione. 
Sdlo punti di vista clinici, tuttavia, si ripor- 
tano. Si riporta il corso del primo caso di 
una paratiroidectomia ben riuscita, in un 
paziente soffrendo dalla malattia di Reck- 
linghausen. 

Se si deve fare con successo una parati- 


roidectomia, la diagnosi dell’ipertiroidismo — 


dev’essere chiara. Una quantita di cambia- 
menti ossei che si devono ritenere impor- 
tanti nella diagnosi differenziale sono enu- 
merati. Alcune volte, non c’é molta diffi- 
colta nel distinguere la malattia di Paget 
dalla malattia di Recklinghausen, ma altri 
disturbi ossei presentano pit difficolta. 
Spesso la recisione diagnostica dell’osso é 
il solo mezzo di stabilire la diagnosi di mani- 
era che si possa giustificare la paratiroidec- 
tomia. 

Si trovera in fatto, un tumore paratiroide 
solamente nel caso di una diagnosi corretta, 
e il suo spostamento curera la malattia. Fino 





THE DEVELOPMENT OF PARATHYROIDECTOMY 311 


al presente, su per gil’ 300 casi sono stati 
operati. La rata di mortalita’ é 9 per cento. 

Molte volte non si trova facilmente il tu- 
more, particolarmente poiché in 25 per 
cento dei casi l’organo, si trova in un posto 
anormale. 

Si da prova del fatto che il mio punto di 
vista riguardo all’importanza primaria del 
tumore in relazione al entero complesso 
d’iperparatiroidismo, discusso per la prima 
volta nel 1926, si mantiene assolutamente 
vera anche oggi. Non E di nessun impor- 
tanza che in alcuni casi molto rari si sono 
trovati cosidetti tumori silenziosi o che in 
casi estremamente rari si é incontrato in- 
grandimento di diversi o tutti i paratiroidi 
(Churchill and Coppe). 

Indicazioni altre che il morbo Reckling- 
hausen per la paratiroidectomia sono dis- 
cusse. Dopo un periodo transitorio di gran 
entusiasmo, é diventato chiaro che i risultati 
ottenuti con questo metodo operativo in 
diverse malattie articolari, sclerodermia, 
e affezioni di pietra, etc., non sono né molto 
chiari né convincenti. Si deve considerare 
la riduzione del tessuto paratiroide (che al- 
lora si trova sempre normale), soltanto se 
si pud fare diagnosi dell’ ipercalcemia, in 
relazione con malattie di questo genere. 

A parte delle storie di casi dell’autore 
proprio, si danno importanti scoperte della 
letteratura. 

In complesso, il consiglio é offerto di 
mantenersi strettamente all’indicazione, di 
maniera che i risultati della paratiroidecto- 
mia si possano tenere favorevolli. 





Benign Tumors of the Stomach* 
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RE benign tumors of the stomach oc- 
curring more frequently than in the 
past, or, with our modern methods 

of detection, are we recognizing more of 
them? We believe the latter to be the case. 
During the past seven years, eight cases of 
benign tumor of the stomach came under 
our observation. In order to obtain the per- 
centage of frequency of these tumors, we 
reviewed the case histories covering 300,- 
ooo admissions to Jefferson Hospital, Phila- 
delphia, for a period of thirty years from 
1909 to 1939. We found 13 cases of benign 
tumor of the stomach, 11 of which were 
diagnosed at autopsy or at operation. The 
infrequent occurrence of this lesion is em- 
phasized by our finding approximately 
benign tumor of the stomach to every 
30,000 admissions to the hospital. 

We then compared the occurrence of 
this lesion with that of carcinoma of the 
stomach and of peptic ulcer, and found a 
diagnosis of gastric carcinoma in 1,000 and 
of peptic ulcer in 800 patients, giving an 
occurrence rate of 1 per cent for carcinoma 
and .8 per cent for peptic ulcer. 

Comparing the statistics of large clinics 
and collected series with ours, we note a 
much higher incidence of benign tumors of 
the stomach than we have observed. Euster- 
man and Senty" in 1922 reported 1.3 per 
cent of gastric tumors to be benign; Kirklin 
and Weber’ observed less than 2 per cent 
to be benign; Lockwood’ found 4.5 per 
cent; approximately 11 per cent was given 
by Rigler and Erickson*. Stewart’ gave the 
highest figure, 15 per cent. 
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In 1925 Eliason and Wright® collected 
560 cases of benign tumor of the stomach 
from the literature, and added 50 cases. 
Their personal series covered a thirty-year 
period at both the Philadelphia General and 
University Hospitals, embodying 8,000 au- 
topsies. In four of the cases reported, the 
patients were operated upon by Dr. Eliason. 

In 1934 Ronzini’ reviewed the literature 
and found 521 cases reported since 1925. 
This gave a total of 1,131 cases. 

When we consider the age incidence, we 
find the greatest number of cases in the 
fourth decade. There were 7 cases in the 
fourth decade, 2 in the third, 2 in the fifth, 
1 in the sixth and 1 in the seventh. The aver- 
age age was 47.1 years. Balfour® in 1927 
reported 58 cases and found the average 
age to be 46 years. 

The occurrence as to sex is interesting. 
Of 13 cases of benign tumor of the stom- 
ach, 7 were in males and 6 in females. Bal- 
four® found 35 in males and 23 in females 
in his series of 58 cases. 

Considering nationality and race, we 
found 7 Americans, 1 Russian, 1 Ukran- 
ian, 1 Greek, 2 Italians, and 1 Negro in our 
group of 13. 


ETIOLOGY 


The exact cause of benign tumors of the 
stomach is not known. Eliason® believes 
some form of chronic irritation to be a 
factor in their production. Many authors 
have found chronic gastritis as an associated 
lesion. Konjetzny® has demonstrated the 
progression of gastritis to adenoma and 
thence to adenocarcinoma. 





BENIGN TUMORS OF THE STOMACH 


FIGURE 1 


The photomicrograph of the myoma 
illustrates the appearance of the fibers 
in the myoma, showing the rod-shaped 
nuclei with blunt ends (250 X). 


PATHOLOGY 


Our observations are in accord with the 
findings of others, that myomata and polypi 
are the two most common benign tumors 
of the stomach. In Eliason and Wright’s’ 
cases, myomata predominated, while in 
Ronzini’s' series and among our patients 
polypi and polyposis were more numerous 
than myomata. 

Frequency of Malignancy: These tumors 
must be carefully examined to exclude ma- 
lignant degeneration, which was found in 
1 of our cases of polyposis. Balfour* ob- 
served malignant degeneration in 2 of his 
58 cases. Out of 23 cases reported by Miller, 
Eliason and Wright" 8 showed carcino- 
matous degeneration. The concensus of 
opinion would indicate that from 12 to 60 
per cent of benign polypi eventually be- 
come cancerous, as stated by Rigler and 
Erickson’. McRoberts" found microscopic 
evidence of malignant degeneration in 4 
out of 5 cases intensively studied. 

Influence of Location on Symptomatol- 


FIGURE 2 


The photomicrograph of the fibroma 
illustrates the hyalinized fibers of the 
fibroma still containing some of their 
spindle-shaped nuclei (100 X). 


ogy: These tumors may be located at or 
near the cardiac opening of the stomach 
and interfere with swallowing, producing 
dysphagia. This was true in one of our pa- 
tients. Or they may be located in the pylor- 
ic antrum and, if pedunculated, interfere 
with the emptying of the stomach, causing 
gastric retention. They may also be situated 
in the body of the stomach and not give 
rise to clinical symptoms, but be detected 
only during routine autopsy investigations. 
In our series 60 per cent were in the pyloric 
antrum, 20 per cent in the body and 20 per 
cent in the cardia. Balfour*® found 69 per 
cent in the pyloris, 26 per cent in the body 
and 5 per cent in the cardiac portion of the 
stomach. : 

Among our 13 cases of benign tumor of 
the stomach, three types were found: myo- 
mata, fibromata and polyps (Figures 1-3). 

The diagnosis in 11 of the 13 cases was 
confirmed by histologic sections, taken eith- 
er by operative means or at autopsy. In the 
other 2 cases the diagnosis was made by gas- 











FIGURE 3 


The photomicrograph of the polyp il- 
lustrates the surface elevation of 
hyperplastic epithelium with the cen- 
tral core of connective tissue (8 X). 


troscopic and roentgen-ray examinations 
and disclosed polyps. Of the 11 cases in 
which microscopic sections were studied 
we found 4 polyps, 2 myomata, and 1 each 
of the following: papillomata, adenomata, 
fibroma, polyposis and hyperplastic linitis 
plastica. The linitis plastica involved partic- 
ularly the pyloric antrum, producing a con- 
siderable tumor and obstructing the stom- 
ach, so that a gastro-enterostomy was done. 
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FIGURE 4 
Illustrates a gastric polyp and ulcer, situated in the pyloric antrum, as observed by the gastroscope. 





DIAGNOSIS 


There are no definite distinguishing clini- 
cal symptoms in benign tumors of the stom- 
ach. The gastric analysis or other labora- 
tory findings are not characteristic. Bal- 
four’ found severe anemia associated with 
one of his cases of benign tumor of the 
stomach. The two most accurate means of 
pre-operative diagnosis are the roentgen- 
ray and gastroscopic examinations. Three 
cases diagnosed by these means were con- 
firmed by operation and histologic sections 
(see Figures 4 and 5). 

The three most common symptoms 
among our patients were vomiting, belch- 
ing and loss of weight. The other symptoms 
in order of frequency were: nausea, weak- 
ness, epigastric pain, epigastric distress, pain 
in the right upper abdomen, pain in right 
upper abdominal quadrant with radiation 
to right shoulder, pain in right lower ab- 
dominal quadrant, anorexia, vague ab- 
dominal pain, backache, constipation, dys- 
phagia for liquids and solids, lodgement of 
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food in esophagus for hours, and tightness 
around the belt. These symptoms may sug- 
gest gastric carcinoma, peptic ulcer, carcin- 
oma of the esophagus, cardiaspasm, pyloric 
obstruction, cholecystitis, cholelithiasis, ap- 
pendicitis, intestinal obstruction, etc. 

As was true in several of our patients, 
there may be one or more other pathologi- 
cal lesions in addition to the benign tumor 
of the stomach. Fortunately, the symptoms 
usually suggest the necessity for a thorough 
gastro-intestinal x-ray study. The frequen- 
cy of the occurrence of malignant degen- 
eration in benign tumors has been empha- 
sized by McRoberts", Rigler and Erickson’, 
and Miller, Eliason and Wright.” 


PROGNOSIS, TREATMENT AND RESULTS 


The prognosis depends upon the condi- 
tion of the patient, the type of tumor and 
the associated conditions present. Of 13 
cases of benign gastric neoplasms observed, 
8 were operated upon, with 1 death. The 
patient who died was a male, age 72 years, 
who had pyloric obstruction due to a polyp 
obstructing the pylorus. The operation was 
gastrotomy with excision of the polyp, as 
simple an operative procedure as could be 
undertaken on this poor operative risk. 
However, death occurred one week after 
operation, due to cardiac failure. Seven pa- 
tients made uneventful recoveries after op- 
eration and have remained well. Iwo pa- 
tients refused treatment and signed their re- 
lease. The operation in 5 of these cases was 
gastrotomy with excision of tumor. Two 
cases had posterior gastro-enterostomy. One 
of these had hyperplastic linitis plastica ob- 
structing the pylorus, and the other had a 
pyloric ulcer in addition to a gastric polyp 
at the pylorus. Recurrences were not ob- 
served after operation and malignancy has 
not developed subsequently in any of the 
cases subjected to operation, according to 
the records of our follow-up clinic. 

In 3 cases, benign tumors of the stomach 
were encountered during routine autopsy 
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FIGURE 5 


Illustrates pyloric obstruc- 
tion and deformity due to 
hyperplastic linitis plastica, 
as seen by x-ray examina- 
tion. 


examinations. One of these revealed adeno- 
carcinoma and _ polyposis occurring in the 
same stomach. Gastric resection was not 
performed during any operation for benign 
tumor of the stomach. 

It is of particular interest to note that 
over a twenty-three year period, 1909 to 
1932, there were only 5 cases of benign 
tumor of the stomach observed in Jefferson 
Hospital and only 2 of these were operated 
upon; neither of them was diagnosed pre- 
operatively. During the past seven years, 
1932 to 1939, 6 cases were operated upon 
by the senior author, the last 3 of which 
were definitely diagnosed before operation. 


SUMMARY 


There are no definite clinical symptoms 
by which a diagnosis of benign tumor of 
the stomach can be made. Gastric analysis 
is not characteristic. The x-ray and gastro- 
scopic examinations are the two most ac- 
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curate means of pre-operative diagnosis. 
Routine autopsy examinations reveal benign 
gastric neoplasms that caused no clinical 
symptoms during life. Simple excision of 
the benign tumor without gastric resection 
was sufficient for relief in our cases. More 
extensive operative procedures were per- 
formed only when other lesions were pres- 
ent. 
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RESUME 
Les tumeurs bénignes de Pestomac 


Ces tumeurs, ne donnant aucun symp- 
tome defini, nous permettant de faire un 
diagnostic précis. L’analyse du contenu gas- 
trique n’offre rien de caractéristique. Pour 
le diagnostic pré-opératoire la radiographie 
et la gastroscopie sont utiles. Souvent a 
lautopsie on trouve un neoplasme bénin 
gastrique qui durant la vie du sujet n’a causé 
aucun symptome clinique. Dans les cas rap- 
portés par les deux auteurs |’excision de la 
tumeur suffit pour soulager le malade. Dans 
les cas associés avec d’autres lésions on 
pratiqua des interventions plus étendues. 


ZUSAMMENFASSUNG 
Gutartige Geschwiilste des Magens 


Es gibt keine bestimmten klinischen 
Merkmale, welche die Diagnose einer gut- 
artigen Geschwulst des Magens erlauben. 
Die Magensaftuntersuchung ist nicht ken- 


SURGEONS 


nzeichnend. Réntgenologische und gastro- 
skopische Untersuchung sind die zwei zuv- 
erlassigsten Methoden der Krankheits- 
bestimmung vor der Operation. Allgemeine 
Leichenschau ergibt gutartige Magenge- 
schwiilste, die wahrend des Lebens keine 
Anzeichen hervorriefen. Einfache Exzision 
der gutartigen Geschwulst ohne Resektion 
war geniigend in Verfasser’s Fallen. Ausge- 
dehntere chircurgische Verfahren wurden 
nur dann agewendet, wenn anderweitige 
Krankheiten vorlagen. 


SUMARIO 


Tumores benignos del estomago 


No existen sintomas clinicos por los cuales 
puede hacer se un diagnostico de Tumor 
Benigno del Estomago. Analises-Gastrico 
presenta nada tipico. Los Radios X y Gas- 
trocopia son los metodos mas exactos para 
determinar un diagnostico preoperativo. 

Autopsias demuestran Tumores Benignos 
del Estomago que no causaron simptomas 
clinicos envida. 

Excision del Tumor Gastrico sin resecion 
subtotal del Estomago es generalmente sufi- 
ciente para mejora y solo se hicieron reces- 
siones Gastricas en presencia de otras le- 
siones. 


RIASSUNTO 
Tumori benigni dello stomaco 


Von vi sono definiti sintomi pei quali una 
diagnosi di tumore benigno dello stomaco 
possa essere fatta. L’analisi del succo gastri- 
co non é caratteristica. Raggi X e gastro- 
copia sono 1 due mezzi piu accurati per una 
diagnosi preoperativa. All’autopsia si rivel- 
ano neoplasmi benigni dello stomaco che 
non avevano dato sintomi clinici durante 
la vita dell’ammalato. La semplice escissione 
del tumore benigno senza resezione fu suf- 
ficiente nei cast discussi. Si ricorse a pro- 
cedimenti operativi pi vasti quando altre 
lesioni coesistevano. 
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Duodenal Vaterian Pseudodiverticula 


MANUEL A. MANZANILLA, M.D., 
F.1.C.S., Member of the Academia de Cirugia, 
Member of the Academia de Ciencias 
MEXICO CITY, MEXICO 


UODENAL diverticula are rela- 
tively frequent (Carrié, Perier, 
Destrée, Renandeaux, Ruaux, 

Abeille, Roux and Nguyen Dinh Hoang, 
etc.). Their roentgenologic diagnosis—con- 
trarily to jejunal diverticula—is made more 
often than their operatory diagnosis. In 1914 
Forssell discovered them by barium meal, 
and Key confirmed these results at opera- 
tion; this was the first case of preoperatory 
roentgenologic diagnosis, followed by sur- 
gical comprobation. 

Duodenal diverticula may be congenital 
or acquired. They are commonly located in 
the descending portion of the duodenum, 
near the ampulla of Vater, their size being 
variable. They ordinarily lack clinical symp- 
toms, except in rare instances due to reten- 
tion of food causing localized or diffuse in- 
flammatory conditions. 

Congenital duodenal diverticula arise 
from the maldevelopment of the duodenal 
loop( loose duodenum, movable duodenum, 
inverted duodenum), also associated with 
similar malformations of other segments of 
the digestive tract. The duodenum is fre- 
quently the site of atresias and congenital 
stenoses that appear, ordinarily, immediately 
above the exit of the biliary and pancreatic 
ducts (Vater’s ampulla), occasionally as- 
sociated with pancreatic anomalies. 

The differentiation between congenital 
and acquired diverticula is difficult to es- 
tablish, as the diverticular symptoms can be 
the expression of diverticular ulcer, stenos- 
ing periduodenitis, supra- or infra-ampullar 
segmentary atony, duodenal pouches, ul- 
cerated tumors, etc. Besides, difficulty in 





diagnosis increases if one has to deal with 
the so-called pseudodiverticula or function- 
al diverticula, so evident in no other seg- 
ment, provoking error even after minute 
examinations. 

The pseudodiverticula or functional di- 
verticula produce roentgenologic diverticu- 
lar shadows, which are attributed to motor 
dysfunction, causing functional deforma- 
tions of the visceral wall, becoming phan- 
toms at operation. It is doubtful whether 
one is dealing with a duodenal vaterian 
pseudodiverticulum (injected ampulla of 
Vater), or with other phantom diverticuli- 
form deformities, owing to intrinsical mani- 
festations of the exquisite duodenal innerva- 
tion, or to motor dysfunction by altera- 
tions of the duodenal serosa of inflamma- 
tory origin. The real fact is that the dif- 
ficulty of differential diagnosis leads to 
confusion and error; a diagnosed duodenal 
diverticula may be confused with a diverti- 
cular ulcer or with an injected Vater’s 
ampulla (duodenal vaterian pseudodiverti- 
cula). 


ROENTGENOGRAM 


The fixed shadow of regular contours, 
round or oval, without an air pocket, next 
to the duodenum and united to its shadow 
by a small collar, is accepted as the charac- 
teristic diverticular roentgenologic shadow. 
It persists when the duodenum is emptying 
and can persist even after 24 hours. The 
duodenal portion, adjacent to the diverti- 
cula, with relation to the axis of the seg- 
ment, must appear normal or: with altera- 
tions of little importance, different from 
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FicureE 1 





Figure 3 


Figure 2 


those common to the ulcer. The duodenal 
wall presents, untouched or nearly un- 
touched, the design of the valvulae con- 
niventes, without ostensible spastic phe- 
nomena, either organic or functional, or 
stenosis of the lumen of the duodenum, 
even in those cases (Viviani) where the 
clinical conditions indicate inflammatory 
alterations of the walls of the sac, or the 
anatomic examination demonstrates them. 

The diagnosis becomes more difficult 
when differentiating ulcer, vaterian pseu- 
dodiverticula (injected Vater’s ampulla) 
and diverticula. Busi says the difficulties 
increase when the Vater’s ampulla is filled, 
something that may provoke the mistake 
of confusing it with a pre-vaterian diver- 
ticula of small volume. If the shadow is in- 
constant and fugacious it may simulate a 
vaterian pseudodiverticula, but if it is con- 
stant during the examination, it most prob- 
ably is a prevaterian diverticulum or a pene- 
trant ulcer. 


DIAGNOSIS 


From a personal study of some cases, I 
consider it important to use compression, 
passive or active, to determine if the diverti- 
cular shadow corresponds to the injected 
Vater’s ampulla. With compression the ex- 


ploration of those cases where the shadow 
is inconstant and fugacious is improved, es- 
tablishing the clinical criterion that if the 
shadow 1s inconstant and fugacious a vateri- 
an pseudodiverticulum is present; in case of 
an appearance and disappearance following 
regional compression and decompression, a 
vaterian pseudodiverticulum is more prob- 
able; and if the shadow is constant during 
the examination, persisting for many hours, 
a vaterian diverticulum or a penetrant ulcer 
is most probable. 

Roentgenogram number 1 was obtained 
with the patient lying prone (passive com- 
pression), the diverticuliform shadow ob- 
served topographically located in the vateri- 
an place; afterwards, with the patient stand- 
ing, roentgenogram 2 was taken, on which 
the diverticular shadow disappears; next, 
with a slight inclination (45°) and in a con- 
venient position to use the Chaoul compres- 
sor (active compression), compression was 
started and roentgenogram number 3 tak- 
en, on which the diverticular shadow does 
not yet appear; compression was increased, 
roentgenogram number 4 was taken and 
a nitid diverticuliform shadow appeared; 
compression was released and roentgeno- 
gram number 5 taken, where the duo- 
denum appears nearly empty, and the same 














Ficure 4 


happens with the diverticuliform shadow; 
immediately afterwards roentgenogram 
number 6 was taken, where the diverticuli- 
form shadow has disappeared. The excel- 
lent roentgenograms were taken by the dis- 
tinguished radiologist Dr. Bernardo Reina. 

I have not yet had an opportunity of 
applying this exploration in case of pan- 
creatic blastoma, where differential diag- 
nosis is difficult. The pancreatic tumor may 
produce the diverticuliform shadow by a di- 
verticular deformation, a real diverticulum 
(Matli), that has been described and that 
simulates the shadow of Vater’s ampulla, or 
by the intense and frequent periduodenitis, 
causes motor dysfunction, in relation to the 
duodenal innervation (Auerbach and Meis- 
sner plexus). It has been affirmed that the 
visibility of Vater’s ampulla may be a sign 
of pancreatic blastoma, but up to now noth- 
ing concrete has been proved. Other clini- 
cal signs of pancreatic tumor will aid in the 
differential diagnosis. 


COMMENTARY 


The patient selected had a typical case of 
injected Vater’s ampulla. She was 4o years 
old, somewhat obese, and had undergone a 
bilateral salpyngectomy five years previous 
because of a suppurated bilateral adnexitis. 

Chronic appendicitis existed, undoubtedly 
associated with the aforementioned gyneco- 
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Figure 6 


Figure 5 


logic pathology (Segond’s appendiculo- 
adnexial flirt); appendix identified in frank 
pelvic situation, with its distal extremity 
adhering to the operatory stump of the right 
uterine tube. The patient came to me be- 
cause of a painful gastric syndrome, general 
and inconstant. The associated and corre- 
lated clinical syndromes of the upper ab- 
domen constitute one of the most difficult 
speculative grounds of modern medicine— 
real consensual organopathies or morbid 
complexes or physiological and clinical cor- 
relations between the different organs. 

Modern surgeons cannot think exclusive- 
ly of a simple anatomic lesion in practicing 
scientific surgery, but must bear in mind, 
all the clinical possibilities without forget- 
ting the existence of the vital unity of the 
interorganic correlations in the case of syn- 
dromes of the upper abdomen. Antognetti 
says that having in mind the clinical syn- 
thetical principle of correlation, by which 
all morbid process apparently localized to an 
organ brings consensual alterations of oth- 
er organs into close functional relationship 
with the organ in question, the topic mon- 
organic diagnosis will become poliorgano- 
pathic diagnosis. 

The upper abdominal organs are: the 
transverse colon, duodenum and jejunum, 
stomach, liver, biliary extrahepatic ducts 
and gall bladder, pancreas, kidneys and 
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suprarenals, coeliac plexus with the two 
splacnic and the two vagus nerves and the 
epigastric aorta. These organs constitute the 
anatomopathological essence of most of 
the abdominal pathology, therefore, the 
path of the clinical and pathogenical analy- 
sis relating to the correlation among all 
these organs is very wide. 

The caeco-appendicular repercussions of 
the digestive apparatus are well known, pro- 
voking in some instances gastric disorders 
with an appendicular starting point. Lane 
quoted the possible existence of an ileo- 
duodenal reflex, by means of which the ex- 
citation produced by the appendicular suf- 
fering on the intestine, will bring func- 
tional duodeno-piloric , disorders. Titone 
studied dyspepsias of hyperchloridric and 
hypermotor type of appendicular origin 
and Solieri has called attention to the epi- 
gastric pain that is observed in ileo-caecal 
operatory manoeveurs, when _ operating 
under local anesthesia, and labelled them 
a caeco-appendicular reflex; even more, 
Geremia and De Marco in patients without 
any appendicular lesion and in a great per- 
centage of cases, quote that compression on 
McBurney’s point determines modifica- 
tions of the peristaltism and the gastric 
tonus, in either a positive or a negative sense, 
etc., etc. 

Besides, the duodenum is the most deli- 
cate and more sensible segment of the di- 
gestive apparatus to toxinfectious, nervous 
and vasculary actions, and to those that can 
reach it externally by the serosa and inter- 
nally by the mucosa (duodenitis, irritable 
duodenum, periduodenitis); even more, the 
duodenum always shares in gastric suffer- 
ing: vascular alterations, turgescence of 
the mucosa, intraparietal edema and _spe- 
cially periduodenitis, visible hyperhemia, 
visceral dilatation, adherence to neighbour- 
ing organs and especially to the gallbladder. 

Appendicular suffering, as all other suf- 
fering of abdominal organs, particularly of 
the supraumbilical section, may produce 
functional troubles in the duodenum, diver- 


ticuliform radiological deformities, pseu- 
dodiverticular images, real surgical phan- 
toms; in the case selected for the illustra- 
tions, vaterian duodenal pseudodiverticula 
(injected Vater’s ampulla), disequilibrium 
of the motor duodenal functionalism, and 
therefore ampullar disequilibrium, were not 
produced by alterations of inflammatory 
origin of the duodenal serosa, but by a re- 
flex whose starting point was appendicular, 
constituting clinically the entity of a radio- 
logical abdominal syndrome associated and 
correlated appendicularly; this characteris- 
tic sustains the particular interest of the case 
selected, inasmuch as the duodenal vaterian 
diverticulum generally corresponds to the 
existence of periduodenitis. 

The use of the compression, to which I 
have referred before, can be very useful in 
clarifying a difficult clinical diagnosis, when 
trying to establish a differential diagnosis 
between ulcer, vaterian pseudodiverticula 
(injected Vater’s ampulla) and real di- 
verticula, diagnosis S paramount impor- 
tance in relation with the therapeutic meas- 
ures that must be taken by the surgeon. 


SUMMARY 


The relatively frequent duodenal diverti- 
cula are classified as congenital and ac- 
quired diverticula and their characteristics 
are mentioned. 

Pseudodiverticula or functional diverti- 
cula, producing roentgenologic shadows are 
attributed to motor dysfunction causing 
roentgenologic deformations of the visceral 
wall, disappearing at operation, whether 
dealing with duodenal vaterian pseudo- 
diverticula (injected Vater’s ampulla) or 
with other diverticuliform phantom de- 
formities. 

Attention is called to the difficulty of dif- 
ferential diagnosis. Diverticular roentgeno- 
logic shadows are individualized for diag- 
nosis, pointing out that the differential diag- 
nosis becomes more difficult between ulcer, 
vaterian pseudodiverticula and real diverti- 
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cula, even more difficult in the case of pan- 
creatic blastoma. The method of correctly 
interpreting the radiologic shadow is given. 
To improve exploration, the use of passive 
or active compression is recommended to 
determine whether the diverticular shadow 
corresponds to the injected Vater’s ampulla. 
The case selected shows, in regard to the 
duodenal vaterian pseudodiverticula, that 
the clinical symptoms associated with the 
upper abdomen, whose complex genesis 
different authors have tried to explain, con- 
stitutes one of the most difficult speculative 
grounds of the modern clinic. 
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RESUME 
Les pseudo-diverticules vatérien du 
duodénum 


Ces diverticules sont d’une fréquence rel- 
ative. L’auteur les classifie en diverticules 
congénitaux et en diverticules acquis et il 
décrit les caractéristiques des deux. 

Les pseudo-diverticules sont fonctionnels, 
ils produisent des ombres roentgénologiques 
attribuées a l’action des colorants; ils pro- 
duisent aussi des déformations roentgén- 
ologiques de la paroi viscérale. Ces déforma- 
tions ne se rencontrent pas lors de |’opéra- 
tion. 

Le diagnostic différentiel est difficile. L’ 
exclusion des ulcéres, des pseudo-diverticules 


vatériens, des vrais diverticules et surtout 
des blastomés pancréatiques offrent de 
grandes difficultés. L’auteur enumére les 
precautions a prendre pour interpreter cor- 
rectement les ombres radiologiques. La com- 
pression active et passive, du ventre aide a 
déterminer si les ombres diverticulaires cor- 
respondent a l’ampoule vatérienne injectée. 

Le cas rapporté est étudié en detail. L’ 
auteur nous donne un exposé des symp- 
tomes cliniques de la région supériure de I’ 
abdomen susceptibles d’induire le clinicien 
en erreur. Le sujet est trés compliqué et 
beaucoup d’auteurs ont travaillé a son elu- 
cidation qui est encore incomplete. Les 
corrélations physiologiques et cliniques des 
organes de l’abdomen supérieur offrent un 
grand champ d’étude qui n’a été jusq’a 
présent que partiellement esplore. 


ZUSAMMENFASSUNG 
Duodenale V aterianische Pseudodiverticulae 


Duodenal diverticle kommen verhaelt- 
nismaessig haeufig vor. Sie werden in ange- 
borene und erworbene eingeteilt. 

Pseudodiverticle oder functionelle Diver- 
ticle, die roentgenologisch Schatten bilden 
werden einer motorischen Dysfunction als 
Ursache zugeschrieben. Man seht sie im 
Roentgenbild, findet aber nichts bei der 
Operation. Manchmal ist die Ursache eine 
Roentgenfuellung der Vaterschen Papille 
(duodenal, Vaterian, pseudodiverticula). 

Differential Diagnostisch kommen: ulcus, 
Vaterianische Pseudodiverticle, echte Di- 
verticle und Faelle von Pankreasblastom in 
Frage. Eine Methode wird angegeben den 
Roentgenschatten richtig zu erklaeren. Um 
die Untersuchung zu verbessern wird pas- 
sive oder aktive Kompression empfohlen, 
dadurch kann man bestimmen ob der Schat- 
ten der Papilla Vateri entspricht. 


SUMARIO 
Seudodiverticulo duodenal vateriano 


Los relativamente frecuentes diverticulos 
duodenales son clasificados en cogénital y 
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adquiridos, y sus caracteristicas son men- 
cionadas. 

Seudodiverticulos 6 diverticulo funcion- 
al, que producen sombras radioldgicas son 
atribuidos 4 funciones motoras producidas 
por la materia opaca, causando deformaci- 
ones roentgenologicas de la pared visceral, 
desaparecen con la operacion, esten 6 no 
relacionadas con el diverticulo seudoduo- 
denal vateriano (ampula de Vater inyecta- 
da) y otras deformaciones fantasmas diver- 
ticuliforme. 

La atencion es llamada 4 la dificultad de 
hacer el diagndstico diferencial. Sombras 
roentgenoldgicas diverticulares son indivi- 
dualizadas para el diagnostico, mostrando 
que el diagnostico diferencial se vuelve mas 
dificultoso entre la ulcera, seudodiverticulo 
vateriano y diverticulo verdadero, aun mas 
dificultoso en el caso de blast6ma pancreat- 
ico. El método para la interpretacién cor- 
recta de sombras radioldgicas es dado. Para 
mejorar la exploracion, el uso de compre- 
sion activa y pasiva es recomendada para 
determinar si la sombra radioldgica corres- 
ponde a al ampula de Vater inyectada. 

EI caso elegido es comentado para ilus- 
trar este trabajo, haciendo manifiesto, en 
relaci6n con el seudodiverticulo duodenal 
vateriano, y que los sintomas clinicos asocia- 
dos y relacionados con el abdomen supe- 
rior, cuya génesis compleja ha sido tratada 
de ser explicada por distintos autores, con- 
stituyendo uno de los mas hermosos y difi- 


ciles campos especulativos de la clinica 
moderna, verdadera organopatia consensual 
6 complejo morbido 6 correlacién fisiolég- 
ica y clinica entre los varios érganos. 


RIASSUNTO 
Pseudo diverticoli duodeno vateriana 


I diverticoli duodenali che sono relativa- 
mente frequenti vengono classificati come 
diverticoli congeniti e aquisiti. Le loro car- 
atteristiche sono descritte. Le ombre radio- 
logiche sono ritenute come funzionali, 
scomparendo all’esame. Si richiama l’atten- 
zione sulle difficolta’ di una diognosi differ- 
enziale. Le ombre radiologiche diverticolari 
sono caratteristiche per la diagnosi: affer- 
mando che la diognosi differenziale diviene 
piu’ difficile fra ulcera, pseudo diverticoli 
duodeno—vateriani, e veri diverticoli ed 
anche piu’ difficile nel caso di tumore pan- 
creatico. L’autore espone il metodo per in- 
terpretare le ombre radiologiche. Per ren- 
dere l’esplorazione piu’ sensibile, viene rac- 
comandato l’uso della compressione passiva 
o attiva per determinare se l’ombra divertic- 
olare corrisponde all’ampolla di Vater iniet- 
tata. Il caso scelto, e’ illustrato e commen- 
tato, dimostrando che i sintomi clinici sono 
associati con l’addome superiore. 

Differenti autori hanno cercato di spie- 
gare la differente genesi di questa complessa 
simptomatologia che costituisce una delle 
piu’ belle e piu difficili sindromi della mod- 
erna clinica. 














ORD MOYNIHAN once said, “Sur- 
gery has been made safe for the pa- 
tient; we must now make the pa- 
tient safe for surgery.” A surgical opera- 
tion itself is but a part of surgical treatment. 
If the expert technical surgeon were equal- 
ly as expert in understanding the basic de- 
rangement from which the patient suffers, 
postoperative morbidity and mortality 
would be reduced to a minimum. 

Death due to hypohydration is listed in 
vital statistics under other nomenclature 
and so we are unable to estimate the num- 
ber of such deaths. However, it is still tragi- 
cally true that many people die whose lives 
might have been spared with a proper un- 
derstanding and use of parenteral fluids. If 
only one life should be spared as a result of 
some young surgeon’s reading this paper, 
then no apologies for the writing thereof 
are necessary. 

Also, we have all heard some doctor re- 
mark, “Give the patient another intraven- 
ous, it can’t do him any harm.” The ques- 
tion arises in our minds whether or not this 
surgeon had a scientific understanding of 
water and salt balance. 

The purpose of this paper is primarily 
of a practical and clinical nature, but it is 
necessary to begin with a statement of cer- 
tain known physiological and chemical 
facts, proved by research, before entering 
upon their practical and clinical applica- 
tions. 

The importance of maintaining a con- 
stant water balance in the patient may be 
appreciated when the effect of the depriva- 
tion of water is compared with that of food. 


A Resumé of Preoperative and Postoperative 
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In starvation an animal can lose 40 per cent 
of its protein weight and all of its glycogen 
and fat, and still live; whereas the loss of 10 
per cent of its water content results in seri- 
ous disorders, and a loss of 20 per cent in 
death. 

Water comprises 70 per cent of the body 
weight. The water-salt ratio has a normal 
equivalent of .85 per cent sodium chloride 
and the acid-base balance a normal pH 
7.4—. Water is contained in three reser- 
voirs: the blood, the interstitial areas be- 
tween the cells and the cells themselves. 
The fluid in the blood comprises 9 per cent 
of the body weight, that in the interstitial 
areas 16 per cent, that in the cells 45 per 
cent. The fluid in the blood and in the 
interstitial areas of the subcutaneous tissues 
and between the muscle cells is the more 
readily mobilized in the event that the re- 
serve supply of water is called upon. 

As mentioned above, the fluid in each of 
these reservoirs contains a constant concen- 
tration of salt, not variable except within 
very narrow limits. In the blood plasma and 
interstitial fluids the important salts are so- 
dium chloride and sodium bicarbonate. The 
chief ions within the cells are of potassium 
and phosphate. The kidney controls, to a 
large extent, the maintenance of a constant 
volume of fluid in the blood and a constant 
composition of its various chemical com- 
ponents. If too much salt is ingested by the 
organism, the kidney, if properly function- 
ing, excretes the excess. If the body fluids 
are too acid or alkaline, the kidney has 
much to do in restoring balance by forming 
an alkaline or acid urine, as needed. 
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Water normally reaches the organism by 
drinking and eating. The amount of water 
derived from food is higher than usually 
appreciated. The amount of water ingested 
by drinking is subject to considerable varia- 
tion, depending upon the needs of the in- 
dividual, upon outside and inside tempera- 
tures, physical exertion, etc. For practical 
purposes the average diet may be said to 
yield 1,000 cc. water daily; the average 
fluid ingested is 2,000 cc.; making an aver- 
age intake of 3,000 cc. Water is lost from 
the body as urine, in the feces, and through 
the lungs and skin. That lost by way of the 
Jungs and skin is known as the insensible 
loss. The amount of water passed in the 
urine varies with the amount of water avail- 
able and with the waste products to be ex- 
creted. The latter amounts to 35 to 40 Gm. 
daily, 15 cc. of water to the gram being re- 
quired if the kidneys are to concentrate 
urine to a specific gravity of 1.030. In the 
presence of renal impairment, as much as 
50 cc. of water per gram may be required. 
For practical purposes of discussion, a uri- 
nary output of 1,500 cc. is desirable under 
normal conditions. The feces account for a 
daily loss of from 50 to 150 cc. of water. 
The fluid lost daily by evaporation from 
the skin and lungs under normal environ- 
mental circumstances, in the absence of per- 
ceptible sweating, is estimated at from 1,000 
to 1,500 Cc. 


PRACTICAL APPLICATION 


With this summary of the normal sources 
of water intake and output in mind, it is 
easy to understand how various surgical 
conditions may bring about serious discrep- 
ancies in water balance. The fluid intake is 
necessarily greatly reduced during the im- 
mediate postoperative period, and even un- 
der favorable conditions it is often several 
days before the patient is able to take by 
mouth the amount of fluid he takes under 
ordinary circumstances. This also applies 
to fluids he would ordinarily gain from 


food. In addition, the postoperative state 
may be responsible for numerous other 
losses of fluid, e.g., by hemorrhage, vomit- 
ing, sweating, intestinal and biliary fistulas 
and purulent discharges. If the vomiting is 
protracted, reverse peristalsis develops, so 
that not only is fluid lost by mouth, but also 
relatively large amounts of the fluid secret- 
ed into the upper portion of the small in- 
testine. Postoperative fever increases the 
insensible loss; during the early postopera- 
tive period the insensible loss is estimated 
at 2,000 cc. daily. 

At this stage of discussion the importance 
of the plasma proteins should be empha- 
sized. The distribution of fluid into the 
various reservoirs of the body is associated 
with a combination of mechanisms involv- 
ing the circulation of the blood, the semi- 
permeability of capillary and cell walls and 
the level of the plasma proteins. It is by 
virtue of the osmotic pressure exerted by 
these colloid substances against the capil- 
lary blood pressure that fluid is kept from 
escaping out of the capillaries into the sur- 
rounding tissues. In malnutrition and loss of 
protein by way of the kidneys, the normal 
level of plasma proteins may become so 
lowered that edema may result. 


SYMPTOMS AND SIGNS 


Clinically, dehydration is detected by 
a sunken facial expression, dryness of the 
buccal mucosa and tongue, turgidity of the 
skin, marked subjective thirst; in many 
cases there also is evidence of either acidosis 
or alkalosis. The temperature may be ele- 
vated, owing to inability of the sweat 
glands to excrete enough perspiration to 
control the body temperature. Laboratory 
findings show a concentrated urinary out- 

ut, a high non-protein nitrogen content 
of the blood, a relatively high red cell 
count and hemoglobin content, increased 
concentration of the plasma proteins and 
decrease in the plasma volume. If the hypo- 
hydration is due to vomiting the blood 
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chloride will be at a low level. The hypo- 
chloremia is usually associated with a high 
CO: combining power, indicating an alka- 
losis. Acidosis is shown by a low CO: com- 
bining power, and sometimes by an in- 
crease in the blood chloride. 

Important surgical conditions in which 
dehydration plays an important role and 
in which the normal regulatory mecha- 
nisms may be radically disturbed are: (1) 
hemorrhage; (2) shock, it being generally 
accepted that in this condition there is a 
marked loss of fluid from the vascular bed 
and its transfer to the tissue spaces; (3) loss 
of fluid from the gastrointestinal tract, 
vomiting or diarrhea; (4) loss of fluid from 
the gastrointestinal tract in small intestinal 
fistulas; (5) loss of fluid from the gastroin- 
testinal tract as frequently seen in intesti- 
nal obstruction; (6) hyperpyrexia and 
marked perspiration; (7) metabolic dis- 
orders, e.g., diabetic ketosis; (8) burns. In 
most of these conditions the loss of water 
is accompanied by an equivalent salt loss, 
and in those conditions in which food must 
be withheld the depletion of carbohydrates 
leads to incomplete fat combustion with ul- 
timate ketosis. 


ADMINISTRATION 


Fluid by mouth is the physiologic meth- 
od of fluid administration and when pos- 
sible it should be so given. However, 
before and after many major operations it 
is necessary to withhold fluid by mouth, or 
the amount which the patient is able to take 
by mouth may be inadequate. This situa- 
tion brings about the need for one or more 
of the parenteral methods: namely, reten- 
tion enema, proctoclysis, hypodermoclysis 
and intravenous infusion. 

Which of these methods to use, what so- 
lution to employ, how much and how often 
administration should be repeated, and what 
technic to use, should be carefully consid- 
ered if proper results are to be obtained. 
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In all cases where a general anesthetic has 
been used and the patient is still deeply 
anesthetized, it is my custom immediately 
to administer routinely from 500 to 1,500 
cc. of warm tap water as a retention enema. 
A hypodermoclysis of 1,000 to 2,000 cc. 
warm normal saline solution is immediately 
begun and slowly given. From this point 
on, other fluid administration is left to the 
oral route if no complications exist or 
hypohydration is not anticipated. The tap- 
water enema is used because it is more 
easily tolerated rectally than saline solu- 
tion and if given before the patient becomes 
restless will nearly always be retained. The 
saline hypodermoclysis 1s given early, pref- 
erably in the thighs upon the fascia lata, 
where it is easily absorbed. If given early it 
does not cause discomfort to the patient, 
who will usually not even remember the 
next day that he received it. 

In the treatment of dehydration we must 
consider several such factors as: (1) the 
conditions responsible for the fluid loss; 
(2) the condition of the patient’s heart, 
kidneys, liver and gastrointestinal tract; and 
(3) the proportionate need for replacement 
of water, salt or carbohydrate. 

It is apropos to reiterate two accepted 
facts: first, that distilled water is a dehy- 
drating agent; and second, that salt reten- 
tion and water retention go hand in hand. 
Edema and water retention due to salt re- 
tention can be released by distilled water 
and glucose. So from the standpoint of hy- 
pohydration it would appear best to give 
the “normal surgical patient” water which 
can be retained, that is, saline. Hypochlori- 
dation such as occurs after obstinate emesis, 
severe diarrhea, extreme sweating or copi- 
ous exudations requires the replacement of 
sodium chloride. However, in all these con- 
ditions a tendency to ketosis also exists, and 
it seems reasonable to administer dextrose 
as a routine procedure along with the sa- 
line solution. To give dextrose solutions 
alone in conditions of hypochloridation, on 
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the other hand, tends to reduce the per- 
centage of chloride in both the blood and 
the lymph. In cases where much salt is lost, 
the secretory activity of the kidneys be- 
comes impaired and the quantity of urine 
is much diminished, with a resulting non- 
protein nitrogen retention. Here it is de- 
sirable to maintain a 1,000 cc. urine output 
daily by means of sufficient dextrose-saline 
phleboclysis. In order not to make the so- 
lution excessively hypertonic a 5 to 10 per 
cent dextrose in physiologic solution of so- 
dium chloride is desirable. The question as 
to whether hypodermoclysis or intravenous 
method of administration should be resort- 
ed to depends upon several factors. Physio- 
logical saline solution is frequently given 
by hypodermoclysis, but in repeated ad- 
ministrations it is most uncomfortable to 
the patient and phleboclysis is considered 
most efficient. If dextrose is given by hypo- 
dermoclysis the isotonic solution of 5 per 
cent may be very slowly given, but even 
this may cause such tissue reaction that the 
writer always uses the intravenous route for 
dextrose. 

Authorities have laid great stress upon 
the dangers of right heart failure due to 
massive intravenous infusions, and justly so, 
but in an individual with a good cardiac 
reserve the danger lies not in the quantity 
of the fluid administered, but rather in the 
rate of introduction. In a continuous phleb- 
oclysis the circulation can readily accom- 
modate itself to 200 cc. of fluid per hour. 
High rates of flow such as are given in 
many hospitals by the impatient intern or 
nurse also raise the blood sugar above the 
kidney threshold and cause a glycosuria, 
with attendant water loss. The writer al- 
Ways insists upon using a vacodrip so. that 
the rate of flow can be measured accurately. 
All of us remember the systemic reactions 
frequently observed a few years ago fol- 
lowing phleboclysis, so severe that many 
surgeons hestitated to use the procedure 
when they knew fluids were sorely needed. 


An analysis of the cause of these reactions 
has shown that in the vast majority of in- 
stances they can be prevented by careful 
attention to details in the materials used and 
in their preparation. Commercial surgical 
supply houses who specialize in the manu- 
facture and preparation of these standard 
solutions have revolutionized home-made 
methods of the past, so that the incidence 
of systemic reaction is now rare. The va- 
colitres contain a stable product without 
pyrogenic substances, in hard glass contain- 
ers, properly stoppered and sealed so as to 
maintain a vacuum. 

While I administer the solution warm, I 
do not believe the exact temperature 
stressed by some authors is important. Ex- 
cessive heat may cause the liberation’ of 
fibrin, thus causing a reaction, and exces- 
sive cold should not be allowed. How- 
ever, if the solution is about room tempera- 
ture and the rate of flow is accurately 
slow, as stressed above, heating is not 
necessary. 


TECHNIC 


The technic of the most intricate major 
operation may be easy for an expert sur- 
geon. Likewise the technic of giving an in- 
fusion is very simple for an experienced in- 
tern. The practice of some institutions, 
which consider the giving of an infusion so 
menial a procedure that any junior intern 
may give one without proper instruction, is 
to be condemned. A fault in technic may 
occur which would allow the introduction 
of foreign protein, air-borne bacteria, etc., 
thus causing infusion reactions. 

The veins most commonly used are the 
median basilic or cephalic. A tourniquet of 
soft rubber tubing is applied above the el- 
bow. This distends the veins in the ante- 
cubital fossa and makes them visible or pal- 
pable. This tubing should be applied with 
a slip knot so it may be readily untied; I 
often use a hemostatic clamp instead of a 
knot. The pressure of the tourniquet should 
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not exceed the blood pressure and one 
should always be able to feel the pulse at 
the wrist. The field should be draped with 
sterile towels and the region over the veins 
surgically prepared with a suitable anti- 
septic and washed with alcohol. ‘The opera- 
tor should wash his hands with proper scrub 
technic. The vein should be palpated; and 
a fine needle, about 22 gauge, attached to a 
syringe, should be introduced into the vein. 
Ideal for this purpose is a Luer-Kaufman 
syringe, which has a side connection. As the 
piston of the syringe is withdrawn, blood 
from the vein enters until the piston is 
drawn past the side connection, whereupon 
the infusion starts to flow into the vein. The 
tourniquet is released as gently as possible 
in order that the position of the needle may 
not be disturbed. Of course, before permit- 
ting the infusion to flow it is made certain 
that all air bubbles are removed from the 
tubing and adapter. In order accurately to 
measure the rate of flow a vacodrip canula 
is previously placed between the vacolitre 
flask and the syringe. When the infusion is 
carried out for a long period, the patient’s 
arm is made more comfortable and there 
is more assurance that the needle will re- 
main in place if the arm is placed on a pil- 
low, the pillow on an armboard, and enough 
strapping applied to render the part im- 
movable. The needle is fixed in the vein by 
adhesive strapping. When it is intended to 
have a continuous infusion over a period of 
twenty-four hours or more, and especially 
when the veins are difficult to find, many 
men prefer cutting down on the vein, in- 
serting and tying a canula directly into it. 


TRANSFUSIONS 


No discussion of parenteral fluid admin- 
istration would be complete without a few 
remarks about blood transfusion and acacia 
solution infusions. Specific indications for 
the administration of whole blood are: (1) 
reduction in blood volume, resulting from 


hemorrhage or prolonged malnutrition; (2) 
severe anemia, particularly if the erythro- 
cyte count is low; (3) blood dyscrasias as- 
sociated with a bleeding tendency, such as 
hemorrhagic disease of the newborn and 
hemophilia; (4) edema which is due chiefly 
to diminished plasma protein (“nutritional” 
edema, nephrosis and chronic active glom- 
erular nephritis); and (5) possibly icterus 
gravis of the newborn and other types of 
hemolytic anemias. In such instances there 
is either a qualitative or a quantitative de- 
ficiency of whole blood or some of its com- 
ponents, such as erythrocytes, platelets or 
plasma. 

As a rule, sufficient whole blood may be 
given to correct such deficiencies. An im- 
portant exception, however, is the edema of 
nephrosis, in which the protein loss through 
the kidney may equal or exceed the rate at 
which protein can be injected as whole 
blood. In such instances, larger amounts of 
protein may be administered as plasma trans- 
fusions or a substitute for protein in the 
form of acacia may be given. The plasma 
protein and acacia are normally imperme- 
able, remaining in the circulation, and 
through their effect in raising the colloidal 
osmotic or oncotic pressure, tend to main- 
tain blood volume. In nephrotic edema the 
oncotic pressure of the plasma is reduced 
because of loss of protein from the blood, 
chiefly as the result of albuminuria. The 
glomerular membrane in such conditions is 
less permeable to acacia than to plasma pro- 
teins, and through its use the oncotic pres- 
sure of the plasma usually can be restored to 
a level sdlacieetiy high to lead to loss of 
edema fluid. 


CITATION OF CASES 


One of the principal purposes of this 
paper has been to show that parenteral 
fluids should never be administered in a hap- 
hazard manner and that, if definite clinical 
results are to be obtained, the surgeon must 
have a scientific knowledge of water and 
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salt balance, nutritional edema, etc. In clos- 
ing this discussion, it is fitting to refer to 
cases where such a knowledge meant life 
instead of death for the patient. Recently, 
Dr. I. S. Ravdin, of Philadelphia, Research 
Professor of Surgery at the University of 
Pennsylvania Hospital, reported three sur- 
gical patients whose recovery was probably 
solely due to masterful handling of the edema 
situation. Professor Ravdin and other sur- 
geons were called into consultation in three 
cases where extensive gastrointestinal surgery 
had been performed by a master surgeon. 
The postoperative course was practically 
the same in all three patients. The reason 
for consultation was that nineteen days 
after the operation nothing taken by mouth 
would pass through the stoma in the stom- 
ach. Roentgenograms verified that such sub- 
stances stopped on the proximal side. One 
consultant suggested the surgical technic 
had been faulty and advised a second oper- 
ation. Professor Ravdin was of a different 
opinion. He observed that enormous 
amounts of saline had been infused and held 
there was a probability of continuous ex- 
tensive edema existing at the operative site. 
He advised infusion of dextrose in distilled 
water, without saline, with the result that 
in forty-eight hours roentgenograms 
showed the stoma to be patent again. He 
also advised transfusions of blood serum, 
which restored the plasma protein balance. 
These three patients all recovered without 
a second operation. Reoperation instead of 
the physiological knowledge exhibited above 
might well have resulted in fatalities. How 
many of us can remember cases not so mas- 
terfully managed? 


CONCLUSIONS 


1. We should recognize states of de- 
hydration and derangements in the acid- 
base balance with a thorough knowledge of 
the physiology underlying the basic de- 
rangement. 


2. Patients sick enough to require an in- 
fusion should have the attention of an ex- 
perienced member of the intern staff. 

3. To prevent reactions, the standardized 
products of modern commercial surgical 
supply houses, with proper equipment and 
all aseptic precautions, should be used for 
administration of the parenteral fluids. 

4. While it is a known fact that proper 
parenteral fluid administration reduces mor- 
bidity and mortality, it should also be rec- 
ognized that the administration of these 
fluids can be overdone. 


SUMMARY 


The physiology of water and salt balance 
is reviewed. Surgical causes and symptoms 
of dehydration are discussed. Methods of 
administration are then outlined, and a de- 
tailed technic is advised. The author cites 
three cases in which administration of par- 
enteral fluids following gastrointestinal sur- 
gery led to recovery. He ends by pointing 
to four factors to be observed in successful 
parenteral fluid administration. 
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RESUME 
Un résumé de Pemploi pré-opératif et 
post-opératif de fluide parentéral 

L’auteur fait la revue de la physiologie de 
l’eau et de la balance saline. Les causes et 
les symptomes de l’hypohydration sont dis- 
cutées. Les méthodes d’administration sont 
décrites ainsi que leurs technique. L’auteur 
cite trois cas de chirurgie gastrointestinale 
dans lesquels l’emploi parentéral de fluide 
entraina la guérison. I] indique quatre fac- 
teurs dont l’observation donne de_ bons 
résultats. 


ZUSAMMENFASSUNG 
Uebersicht der pri- und postoperativen pa- 
renteralen Flissigkeitszufubr 
Die Physiologie das Wasser- und Salz- 
haushaltes wird besprochen. Chirurgische 
Ursachen und Anzeichen von Unterbilanz 


werden besprochen und eine Technik in 
Finzelheiten wiedergegeben. Verfasser be- 
spricht drei Falle, in denen die parenterale 
Fliissigkeitszufuhr nach Darmchirurgie zu 
Heilung fiihrte. Am Schlusse werden vier 
Punkte angefiihrt als Grundlage fiir erfol- 
greiche parenterale Fliissigkeitszufuhr. 


SUMARIO 


Resumen de la administracién paraenteral 
de liquido antes y después de la operacion 


La posologia de balance de agua y sal se 
revisa. Causas quirirgicas y sintomas de 
hipohidracién se discuten. Métodos de ad- 
ministracion se plantean y una técnica de- 
tallada se aconseja. E] autor indica tres casos 
en los que la administracién de liquidos 
paraenterales después de una operacion gas- 
trointestinal condujo a_ restablecimiento. 
Termina indicando los cuatro factores que 
deben ser observados en la administracién 
beneficiosa del liquido. 


RIASSUNTO 


Riassunto delle condizioni per la somminis- 
trazione paraenterale di liquido prima e 
dopo loperazione 

La posologia del rapporto sale acqua vien 
discussa. Cause chirurgiche e sintomi di 
ipo-idrazione sono discussi. Metodi di som- 
ministrazione sono accennati e la tecnica 
vien data in dettaglio. L’autore mostra tre 
casi nei quali la somministrazione dei liquidi 
paraenterali in seguito a intervento gastro- 
intestinale porté alla guarigione. Egli finisce 
col rilevare i quattro fattori da essere os- 
servati perché la somministrazione paraen- 
terale dei liquidi riesca bene. 





Retroperitoneal Tumors* 


WILLIAM J. CARSON, M.D., F.A.CS., F.C. 


MILWAUKEE, WISCONSIN 


NDER the heading retroperitoneal 

tumors it is possible to include 

tumors arising from the kidneys, 
adrenals, pancreas and other peritoneal 
structures. Handfield-Jones' is of the opin- 
ion that the term should be restricted to 
those tumors which have no apparent con- 
nection with any adult anatomic structure 
save by areolar tissue. 


CLASSIFICATION 


As the nomenclature used in the litera- 
ture is confusing, I wish to suggest the fol- 
lowing classification: (1) lipoma, liposar- 
coma; (2) myxoma, myosarcoma; (3) 
teratoma; (4) lymphoma, lymphosarcoma 
(Hodgkins); (5) ovarian cystoma; (6) 
adenocystoma; (7) chorioepithelioma; (8) 
neuroblastoma; (9) leiomyoma, leiomyosar- 
coma; (10) fibroma, fibrosarcoma; (11) 
adenoma, adenocarcinoma. 


Tumors of the kidney 
I. Renal tumors in children 
A. Wilm’s tumor 
B. Cysts—single, polycystic 
JI. Renal tumors in adults 
A. Parenchymal 
1. Fibroma, fibrosarcoma 
2. Leiomyoma, leiomyosarcoma 
3. Lipoma, liposarcoma 
4. Hemangioma 
5. Adenoma, adenocarcinoma (Grawitz 
type) 
Pelvis 
1. Papilloma 
2. Carcinoma 


B. 


REVIEW OF LITERATURE 


Bell? in 1938, in a study of 161 tumors 
of the kidney found in 30,000 necropsies 
at the University of Minnesota, stated that 
leiomyomas are seldom over 5 mm. in diam- 


eter and that they probably originate from 


*Read before the United States Chapter of the International 
College of Surgeons, Venice, Florida, February 12, 1940 


331 


capsular smooth muscle or from muscle of 
the blood vessels. He found no leiomyoma 
of clinical importance. 

Soloway’ in a review of 120 cases of renal 
tumors found no leiomyoma. In a study of 
all tumors of the kidney in the Pathological 
Laboratory of the University of Maryland 
from 1919 to 1926, Carson* * found no lei- 
omyoma. 

Howship* in 1871 was the first to report 
a retroperitoneal tumor possessing certain 
characteristics similar to those of dermoid 
teratomas commonly found in the ovary. 
Bassinni' in 1889 reported a cystic adenoma 
resembling a pseudomucinous cystadenoma 
of the ovary, and Frank* in 1894 described 
a similiar tumor and attributed its histogen- 
esis to an accessory ovary. Small leiomyomas 
of the kidney found at autopsy have been 
reported by Lartigau and Larkin’, two 
cases; Kretschmer"’, one case; Bailey and 
Harrison", two cases. 

Leiomyomas of the kidney measuring 1 
cm. or more in diameter have been reported 
by the following writers: E. H. Ochsner” 
in 1899, the tumor weighing 4,600 g. (right 
nephrectomy); Busse” in 1899 (left neph- 
rectomy); Hoffman” in 1914; Bugbee” in 
1929, the tumor measuring 13.5 cm. in diam- 
eter (right nephrectomy); and Counseller 
and Manville” in 1936, the tumor being 4 
by 5 cm. (nephrectomy). Craciunescu” 
in 1924 reported a case of leiomyoma of the 
left kidney, the ureter passing through the 
tumor mass (nephro-ureterectomy ); he col- 
lected two cases from the literature, those 
of Van Mulder” in 1897 and Marciniczyk” 
in 1913. Barry” reported a case of leio- 
myosarcoma. Crosbie and Pinkerton* in 
1932 reported a malignant leiomyoma of 
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the kidney measuring 1.5 cm. in diameter 
(nephrectomy). Lower in 1927 reported 
a lipoma of the left kidney weighing 420 
g., treated by nephrectomy; he collected 
five cases from the literature. Cullen® in 
the same journal reported a case of fibro- 


FIGURE 1 
Retrograde ureteropyelogram showing 
tumor mass displacing kidney pelvis 
and ureter mesially. 


lipoma simulating the right kidney in a girl 
six years of age; this was attached to the 
crest of the ilium. He also reported another 
case in which the tumor arose from mis- 
placed pancreatic tissue in the left side, op- 
eration being performed by R. C. Begg of 
Wellington, New Zealand. The patholo- 
gists’ diagnosis was adenocarcinoma. 

Gordon-Taylor* reported a case of 
adenofibroma of the kidney weighing 22 
pounds and noted from the literature a case 
of a tumor weighing 69 pounds. 

Lazarus” in 1938 reported a fibroma at- 
tached to the quadratus lumborum muscle 
and measuring 7 by 5 by 4 cm. 

Kidd*, Jacobs” and Jenkins* have each 
reported a case of hemangioma of the kid- 


ney. 
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Treatment. In the series of 14 cases collected from 
the literature, 5 were found at autopsy and nephrec- 
tomy was performed in 7. When the tumor arises 
from the capsule of the kidney, excision or partial 
nephrectomy is indicated. In small tumors of the kid- 
ney a Mayo incision gives adequate exposure. For the 
larger tumors, a transperitoneal approach permits 
ligation of the renal vessels before removal of the 
neoplasm. 















EMBRYOLOGY 





Hansmann,” in a review of the embry- 
ology of the urogenital apparatus, shows 
that the urogenital fold contains the mes- 
onephros, genital gland, Wolffian duct and 
Mullerian duct. A fold forms because there 
is not sufficient room retroperitoneally for 
the developing structures, which therefore 
invaginate into the celomic cavity. The fold 
is first seen in an embryo of 2.5 cm.; at this 
stage it extends from the fifth cervical to 
the eighth dorsal segment. Growth and de- 

























FIGURE 2 
Photograph of tumor showing 
pedicle at top. 






generation are caudad and by the 50 mm. 
stage the fold extends only from the fourth 
to the fifth lumbar segments. These uro- 
genital folds are found on either side of the 
midline and undergo certain changes. First, 
by evaginations of the celomic cavity, the 
fold becomes divided into four parts—a 
lateral tubular part, a ventral genital part, 
a dorsal glandular part and a medial mes- 
entery portion. The Mullerian duct, genital 
gland and mesonephros develop in the first 
three parts, respectively. — 

Caudad the two folds unite to form the 
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urogenital cord, which divides the pelvis 
into anterior and posterior portions. The 
union of the Mullerian ducts is thus accom- 
plished. When tumors of the type under 
discussion occur only along the course of 
the embryonal Mullerian apparatus, it seems 
more logical to believe that they had their 
origin from this apparatus rather than that 
they passed through this particular part of 
the peritoneum without leaving a scar. This 
would explain endometriosis, either glandu- 


FIGURE 3 
High power photomicrograph. 


lar or epidermoid, in the rectovaginal sep- 
tum and retroperitoneally, and it would be 
a plausible explanation for retroperitoneal 
leiomyoma. 


CASE REPORT 


A white woman, aged fifty-eight years, was first 
seen May 26, 1937. She complained of nocturia, food 
intolerance to fats for twenty years, of tiring easily and 
of a burning ache in the right lower quadrant for two 
months, which increased on bending forward or walk- 
ing. 

Prrysical Examination. Pain was elicited in the right 
costovertebral angle. A tumor mass extended from 
the lower border of the liver to the right inguinal 
ligament with the mesial border at the umbilicus which 
could be rotated to the left. 

Diagnosis, Retroperitoneal tumor, cystocele, recto- 
cele. The patient was admitted to Columbia Hospital 
June 2, 1937. 

Cystoscopic Examination. Retrograde and intraven- 
ous pyelograms (Fig. 1) showed a tumor mass ap- 


proximately 12 by 15 cm. at the lower pole of the 
right kidney with displacement of the ureter mesially. 

Operation. This was performed June 4, 1937. A 
right rectus incision was made; exploration of the 
peritoneal cavity revealed the ascending colon movable 
over the tumor mass; the appendix was postcecal and 
was surrounded by dense adhesions. An incision 5 
inches in length was made in the peritoneum 1 cm. 
lateral to the ascending colon and the colon was re- 
flected to the midline. The tumor was then delivered 
without difficulty ; a number of large vessels were seen 
on its capsule and it was attached to the lower pole 
of the right kidney by a pedicle 1 cm. in diameter. As 
careful inspection revealed no evidence of the cortex 
being involved, the pedicle was ligated in two places 
and the tumor excised. Appendectomy was then per- 
formed and the wound closed in the layer method. On 
June 13, 1937, anterior and posterior colporraphy, 
Kelly technic, was performed. The patient was dis- 
charged from the hospital July 4, 1937, and has re- 
mained in excellent health since. 


FIGURE 4 
Low power photomicrograph 
showing tumor is composed of 
smooth muscle cells. 


PATHOLOGIC EXAMINATION 


Gross and microscopic examination of 
the tumor was made by Dr. G. H. Hans- 
mann. 

Gross Examination. The specimen (Fig. 
2) consisted of a very large tumor mass and 
an appendix. The tumor mass weighed 816 
g. and measured 20 cm. across. It was cov- 
ered by a smooth capsule and was detached 
from a very small pedicle. No kidney tissue 
was seen anywhere about the tumor. There 
were guite large vessels entering the pedicle. 
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On cut section the tumor was firm, hard 
and fibrous. It resembled more a fibroma of 
the ovary than any other type of tumor. 
The other possibility would be a very much 
scarred leiomyoma. 

Microscopic Examination. The tumor 
(Figs. 3 and 4) was made up of cells which 
had elongated nuclei, the nuclei being sim- 
ilar in all respects to a smooth muscle cell 
nucleus. However, tumors from fibroblasts 
of mesothelial origin occasionally have 
nuclei similar to leiomyomata. The config- 
uration of the cells is also often similar. The 
diagnosis here rested between fibroblastoma 
and leiomyoma, the distinction to be made 
by special stains. The growth appeared to 
be slow. 

Phosphotungstic acid hematoxylin stain 
was applied to the sections. With this stain 
the collagon stains red to orange; fibroglia 
and myoglia stain blue. The tissue naturally 
contained a certain number of fibroblastic 
cells. The neoplastic cells, however, in this 
stain showed fine longitudinal fibrils cours- 
ing in the cytoplasm. These ended in a 
terminal coarse fibril, a characteristic of the 
smooth muscle cell. 

Diagnosis. Leiomyoma, retroperitoneal. 


CONCLUSIONS 


From a study of the case herein reported 
and of the literature I agree with Hansmann 
that the “majority of retroperitoneal tumors 
occurring in the urogenital organs of adults 
may occur free along the course of devel- 
opment of the urogenital apparatus. The 
most logical explanation of their histo- 
genesis is that they arise from remnants of 
the urogenital apparatus.” The occurrence 
of metastases is the only proof of malig- 
nancy. 


SUMMARY 


Five cases of leiomyoma of the kidney 
found at autopsy, each measuring less than 
1 cm. in diameter, are reported from the 
literature. Nine clinical cases of leiomyoma 


of the kidney measuring 1 cm. in diameter 
or more, are collected from the literature; 
in three of these the ureter was involved. 
Nephrectomy was performed in seven 
cases. A case of leiomyoma is reported 
which was excised from the lower pole of 
the right kidney. 
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RESUME 
Tumeurs rétropéritoneales 


Cing cas de léiomyome ayant un diam- 
etre de moins d’un centimetre dans lesquel- 
les la tumeur fut une trouvaille d’autopsie 
sont rapportés dans la litérature. On y 
trouve aussi neuf cas de léiomyome rénal 
ayant un diametre de plus de | centimetre. 
Dans trois de ces derniers cas, la tumeur 
intéressait l’uretere. Dans spet des neuf cas, 
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on fit une néphrectomie. Un cas de lei- 
omyome présentant un diamétre de vingt 
centimetres fut enlevé du pdle inférieur du 
rein droit. La malade, agée de cinquante- 
huit ans, était de race blanche. L’auteur dis- 
cute l’embryologie de l’appareil génito-uri- 
naire et la pathologie des tumeurs rétropéri- 
toneales. 
ZUSAMMENFASSUNG 


Retroperitoneale Tumoren 


Fiinf Falle von Leiomyom der Niere, in 
welchen der Tumor bei der Autopsie ge- 
funden wurde und weniger als 1 cm. im 
Durchmesser mass sind in der Literatur 
beschrieben worden. Neun Faille in welchen 
das Leiomyom 1 cm. oder mehr mass und 
in dreien der Ureter befallen war sind aus 
der Literatur zusammengestellt worden. In 
sieben der neun Fille wurde eine Nephrec- 
tomie durchgefiihrt. Weiter wird ein Fall 
geschildert in dem ein Leiomyom, dass 20 
cm. mass vom unteren Pol der rechten 
Niere einer weissen Frau, 58 Jahre alt ent- 
fernt wurde. Der Autor geht ferner auf die 
Embryologie des Urogenitalapparats und 
die Pathologie retroperitonealer TTumoren 
ein. 

SUMARIO 


Tumores retroperitoneales 


Cinco casos de leiomiomas de el rifion en 
los cuales el tumor fue encontrado en la 


autopsia en los cuales los tumores median 
menos de un centimetro en diametro han 
sido reportado en la literatura. Nueve casos 
en los cuales el leiomioma media 1 cm. 6 
mas en diametro, en tres de los cuales el 
ureter estaba afectado, han sido colectado 
de la literatura. En 7 de los 9 casos nefrec- 
tomia fue hecha. Un caso es reportado de 
leiomioma que mide 20 cm. de diametro el 
cual fué extirpado del polo inferior del 
rifion derecho de una mujer blanca de 58 
aflos. La embriologia del aparato genito- 
urinario y la patologia de los tumores 
retroperitoneales es discutida. 


RIASSUNTO 
Tumori retroperitoneali 


Nella bibliografia sono stati raccolti nove 
cinque casi di leiomioma del rene, nei quali 
il tumore fu trovato all’autopsia e nei quali 
il tumore misuro meno di 1 cm. in diametro. 

Nella bibliografia sono stati raccolti nove 
casi nei quali il leiomioma misurd 1 cm. o 
pit in diametro, e fra questi, in tre casi vi era 
invasione dell’uretere. In 7 dei g casi fu nec- 
essaria la nefrectomia. E stato descritto un 
caso di leiomioma con un diametro di 20 
cm. e che fu rimosso dal polo inferiore del 
rene destro di un uomo bianco di anni 58. 
L’embriologia dell’apparato urogenitale e 
la patologia dei tumori retroperitoneali, 
sono descritti. 
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Acute Cholecystitis 
CLARK D. BROOKS, M.D., F.A.C.S., and L. BYRON ASHLEY, M.D., F.A.C.S. 


DETROIT, MICHIGAN 


HE problem concerning the care of 

the acute gallbladder remains de- 

batable and, while the immediate 
or emergency operation is advocated by 
some, conservative treatment is the choice 
of others. We believe, however, that the 
majority of physicians agree that there are 
no hard and fast rules to follow in these 
cases and that the best policy is to utilize 
one’s judgment in treating each case. Ex- 
perience in treating 100 cases of acute cho- 
lecystitis forms the basis for the following 
conclusions concerning treatment. 


PREOPERATIVE CARE 


We firmly believe that early operation 
after intensive diagnostic study and ade- 
quate preoperative preparation is the prop- 
er method of treating acute cholecystitis. 
The length of time necessary for proper 
preparation depends upon several factors: 
(1) the age and general condition of the 
patient; (2) the amount of dehydration; 
(3) the severity of the disease; (4) the size 
and consistency of the gallbladder mass; 
and (5) the presence or absence of icterus. 
Since the average duration of symptoms was 
three days prior to the admission of the pa- 
tient to the hospital, we were compelled to 
use semi-conservative measures in treating 
many of the patients. Even with those who 
are admitted to the hospital soon after the 
onset of symptoms, thorough preparation is 
essential. Urinalysis and a blood count 
should be done in every case, and, unless 
the patient is a vigorous young person or 
is not acutely ill, blood nitrogen, blood 
chloride, serum protein and blood sugar 
estimations are indicated. In cases of jaun- 
dice the icteric index and prothrombin 
time are important. 
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Since most patients with acute cholecy- 
stitis are dehydrated, it is imperative that 
the fluid balance be established as soon as 
possible and that it be maintained through- 
out the course of the illness. We have found 
that this part of the preoperative treatment 
requires from two to eight hours, depend- 
ing upon the severity of the dehydration; 
it is of primary importance that no patient 
should be operated upon until this step is 
accomplished. 

As soon as a positive diagnosis is made, 
the patient’s pain is relieved by an opiate. 
All fluids and food are withheld; if the pa- 
tient is vomiting, a Levine tube is inserted 
and Wangensteen suction is applied. A 
blood transfusion is indicated in all cases 
of jaundice, in patients suffering from 
shock and in those having a low serum 
protein. Transfusion is a simple procedure 
in hospitals which maintain a blood bank. 

For the past year, both before and after 
operations for acute cholecystitis with 
moderate or severe infection, we have used 
sulfanilamide because it reduces the viru- 
lence of the infection. 

Patients with acute cholecystitis compli- 
cated by jaundice should receive, both be- 
fore and after operation, intensive vitamin 
K and bile salt therapy, the latter being nec- 
essary because of the fact that vitamin K 
is not absorbed in the absence of bile salts. 
Concentrated vitamin C should also be giv- 
en. We are convinced, after using vitamin 
C routinely in all our surgical cases, that it 
greatly improves wound healing and _re- 
duces postoperative complications. 


DIAGNOSIS 


Acute cholecystitis usually may be diag- 
nosed by several subjective and objective 
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symptoms. These are, in their order of fre- 
quency: pain (quite often referred to the 
back or scapula), nausea, vomiting, tender- 
ness, localized spasm, rigidity, the presence 
of a mass in the gallbladder area, distension, 
chills, fever, weakness and icterus. 

In the differential diagnosis, we have 
found that there are usually three condi- 
tions likely to confuse the clinician. These 
are perforating ulcer, intestinal obstruction 
and coronary thrombosis. Any of these in 
an atypical form may simulate acute cho- 
lecystitis, and since it takes unusual diag- 
nostic ability to eliminate them, this is a 
good argument against immediate opera- 
tion. Other diseases to be excluded as diag- 
nostic possibilities are gastric crises, central 


FIGURE 1 


The gallbladder is well packed off, immobilized 
with forceps, and aspirated by suction. 


pneumonia, kidney colic, high appendicitis, 
high diverticulitis and torsion of the omen- 
tum. 


ANESTHESIA AND INCISION 


We have used spinal anesthesia for the 
past twelve years and have found it especi- 
ally helpful in gallbladder surgery. The re- 


laxation obtained allows bettér exposure of 
the biliary tree, with less trauma than may 
be obtained with general anesthesia. 

An oblique or transverse incision is the 
preferable approach to the gallbladder. It 
has been definitely shown that the transver- 
sus abdominis is the most important muscle 
in the upper abdomen and that an incision 
parallel with, rather than across, the fibers 


FIGURE 2 


The gallbladder is opened, contents removed and 
split down to cystic duct. 


of this muscle conserves its important func- 
tion. With this type of incision, the post- 
operative pain is less severe and movement 
is freer than with other incisions. Moreover, 
we have yet to see an evisceration or a post- 
operative hernia develop following its use. 


TYPE OF OPERATION 


The type of operation should depend 
upon: (1) the age and general condition 
of the patient; (2) the severity of the dis- 
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ease; and (3) the condition of the biliary 
tract. In favorable cases we prefer to re- 
move the gallbladder and drain the cystic 
duct, especially when we are quite sure that 
this type of surgical procedure does not 
add to the operative risk. The most useful 


FIGURE 3 


The infected or gangrenous mucosa is 
peeled out. 


and satisfactory method of cholecystecto- 
my, in many cases, is to open and split the 
gallbladder down to the cystic duct and to 
peel out the thickened, infected or gangren- 
ous mucosa. In cases of longer standing, 
those with severe toxemia, or those in 
which severe hepatitis or pancreatitis 1s 
present, we feel that a safer and more 
quickly completed operation is indicated; 
therefore, a cholecystostomy is performed. 
No single standard operative technic is ap- 
plicable to all cases. A wise surgeon never 
oversteps his judgment, but rather uses a 
safe, conservative procedure. 


The postoperative treatment is essentially 
the same as the preoperative. In addition, 
however, it is important that the position of 
the patient be changed frequently and that 
he be induced to breathe deeply and to 
cough at regular intervals in order that at- 


FIGURE 4 
Tube is inserted and sutured in cystic duct. 


electasis be prevented, if possible. There 


‘can be no doubt that anoxemia is an out- 


standing complication in many acutely ill 
surgical patients, and we are therefore using 
the oxygen tent in the treatment of these 
cases with increasing frequency. 


CONCLUSIONS 


Our conclusions are that the adequate 
relief of pain, the maintenance of the fluid 
balance with glucose and saline solutions, 
the use of the Levine tube with Wangen- 
steen suction, vitamin C therapy in all cases, 
the use of vitamin K and bile salts in all 
cases with jaundice, and blood transfusion 
when indicated are most important in the 
treatment of gallbladder disease. The grad- 
ual decompression of the liver and biliary 
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tree by the gravity method, similar to that 
used in decompressing a distended urinary 
bladder, is important in preventing exces- 
sive loss of bile. In many cases, the bile is 
returned to the patient through the Levine 
tube or by means of a retention enema, in 
which case the bile is mixed with normal 
saline. 


Analysis and Results of Last 100 Acute 
Gallbladder Operations 


70 women, 30 men 

Average age, 51; youngest, 4; oldest, 82 

Average days in hospital, 17 

Average duration of acute symptoms, 3 days 

18 cases: no history of previous attacks 

82 cases: previous attacks had occurred for average 
period of 6 years 

12 cases: jaundice present 

32 cases: chills occurred 

3 cases: cholecystostomy had been performed 1, 12, 
17 years previously 

3 cases: diabetes 

Average temperature, 101° 

Average pulse, 98 

Average leukocyte count, 11,300 

Average polymorphonuclear count, 84% 

Cases with stones 
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Cases with empyema 

Cases with gangrene 

Cases with perforation 

Cases with acute hemorrhagic pancreatitis 

Cases with pancreatitis 
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TYPE OF OPERATION 

Cholecystostomy without drainage 

Cholecystostomy with drainage of common duct... 

Cholecystectomy with soft rubber drain 

Cholecystectomy with drainage of cystic duct 

Cholecystectomy with drainage of common duct.... 


TREATMENT 


Preparation and after-care 

Free administration of opiate 

Levine tube if necessary 

High protein and low carbohydrate and fat diet 
Intravenous glucose injections 

Vitamin C (concentrated) by hypo or mouth 
Vitamin K plus bile salts in cases of jaundice 
Blood transfusion in cases of shock or jaundice 
Oxygen tent in cases of shock or jaundice 

Use of bile in Levine tube and by enema 


COMPLICATIONS 


Infected wounds 17‘ Phiebitis 
Atelectasis 3 Cardiac conditions 
Pneumonia 


MORTALITY 

F., 82; jaundiced and gangrenous, 2 weeks; cholecystostomy; 

12th postoperative day, pneumonia 
72; em yyema, 2 weeks; cholecystostomy; 7th postoperative 

“ay, cardiac failure 

Fi, 42; empyema, 3 days; cholecystostomy; 9th postoperative 
day, pneumonia 

M., 38; acute hemorrhagic pancreatitis, 2 days; cholecystos- 
tomy; 2nd postoperative day, pancreatitis 


F., 63; empyema, 3 days; cholecystectomy; 33rd postoperative 
day, acute cardiac — 

F., 53; gangrenous, 3 days; cholecystectomy; 2nd postoperative 
day, liver failure 

F., 55; asthmatic, gangrenous, 8 days; cholecystectomy; 3rd 
postoperative day, cardiac failure 

Mortality in 100 patients, 7 patients (7 per cent). 


SUMMARY 

Immediate operation is not advisable in 
cases of acute gallbladder disease. Early op- 
eration after proper preoperative study and 
preparation is the method of choice. More 
frequent use of vitamin therapy, blood 
transfusion and oxygen administration is 
advised. The transverse or oblique incision, 
in which the transversus abdominis is split, 
is advocated. The adaptation of the opera- 
tive technic to the individual case by the 
use of careful surgical judgment will reduce 
morbidity and mortality in this disease. 


RESUME 
Cholécystite aigué 


Les auteurs nous présentent l’analyse de 
cent cas de cholecystite aigué. Les auteurs 
concluent qu’une opération immédiate ou 
d’urgence est a rejeter dans les cas aigués 
des affections de la vésicule biliaire. Ils pré- 
conisent l’opération seulement aprés étude 
et préparation préalables du malade. II est 
indigné d’avoir un plus fréquent recours 
aux vitamines aux transfusions sanguines, 
et a l’administration de loxygéne. Ces 
auteurs preférent [incision transverse ou 
oblique qui entraine l’écartement des fibres 
du muscle transverse abdominal. On adap- 
tera la technique operatoire aux indications 
présentées par chaque cas particulier, ainsi 
on abaissera la morbidité et la mortalité. 


ZUSAM MENFASSUNG 
Akute Cholecystitis 


Fine statistiche Zusammenfassung von 
Hundert Fallen von akuter Cholecystitis 
ist dargestellt, und der Autor zieht daraus 
folgende Schliisse: Im Falle einer akuten 
Gallenblasenerkrankung ist eine Dringlich- 
keitsoperation nicht anzuraten. Friihzeitige 
Operation nach guter Vorbereitung und 
diagnostischer Bearbeitung ist vorzuziehen. 
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Vitamintherapie sollte haufiger angewandt 
werden, Bluttransfusion and Sauerstoff 
sollte verabreicht werden. Ein querer oder 
schiefer Einschnitt und Spaltung des Trans- 
versus Abdominis wird empfohlen. Die 
Anpassung der Operationstechnik an den 
Spezialfall bei Anwendung sorgfiltigen 
chirurgischen Denkens vermindert die Mor- 
biditat und Sterblichkeit. 


SUMARIO 
Colecistitis agtda 


El estudio de la estadistica de cien casos 
de colecistitis agida, es presentado. De 
este estudio el autor concluye: Una opera- 
cién imediata de emergencia no es aconse- 
jada en el caso de colecistitis aguda. Opera- 
ciones tempranas, despues de estudios pre- 
operativos y suficiente preparacion, es acon- 
sejada. El uso de vitaminas debe ser mas 
frecuentemente empleado, asi como trans- 
fucion de sangre y administracion de oxi- 
geno. La insicién transverso-oblicua, en la 


cual el musculo transversal del abdomen es 
separado, es aconsejado. La adaptacién de 
la tecnica operativa al caso individual 
usando cuidadoso juicio quirigico reducira 
las complicaciones y mortalidad. 


RIASSUNTO 
Colecistite acuta 


Si presenta uno studio statistico di 100 
casi di colecistite acuta. Da questo studio 
gl’autori concludono che: un’operazione 
immediata or urgente non é consigliabile in 
un caso d’infezione acuta della cistifellea. 
Si consiglia operare dopo competente studio 
€ preparazione pre-operatoria. Si dovrebbe 
fare pitt uso di vitamine, trasfusione di san- 
gue e€ somministrazione di ossigeno. Si pref- 
erisce il taglio obliquo, con il quale si divide 
il muscolo trasverso dell’addome. L’adat- 
tamento della tecnica operatoria al singolo 
caso, con l’uso di scrupoloso giudizio chir- 
urgico, ridurra il fattore morboso e la mor- 
talita di questa malattia. 


Discussion of Dr. Brooks’ and Dr. Ashley's Paper 


DR. WILLIAM N. DUNN, ATLANTA, GEORGIA 


judgment and experience in the treatment of 

biliary tract diseases, and his clearsighted in- 
sistence upon suiting the treatment to the needs of the 
patient, rather than to the whims of the surgeon, Dr. 
Brooks has given me courage to bring up the subject 
of whether or not there may be other possibilities, if 
not probabilities, for restoration to health in any given 
disability. After all, what is the purpose of a discus- 
sion except to stimulate, or in some cases to irritate, 
to more discussion? A recent editorial has given me 
additional courage to wander a little further from the 
real subject. 

Drs. McNeil and Love some time ago introduced a 
paper by saying that if an operation has given, and 
is giving, results at the hands of a generation of 
surgeons, it is difficult to effect a change. This is true, 
but it ought not to be. In fact, if there has been no 
change at all in any given operation over a period of 
years, a group of surgeons ought to investigate it pro 
and con. If found completely satisfactory and in line 
with the best in modern practice, then it ought to be 
definitely labelled, “Approved, 1940, by Drs. So and 
So.” Also the ages of these surgeons should be given 
so as to prove that the conclusions reached are not 
the results either of unripe radicalism or of mossback 
conservatism. But if the concensus of opinion of these 


Bi his masterful emphasis upon the necessity for 


men indicates that a change in the method of proced- 
ure would be beneficial, then we ought not to be afraid 
to face this change, even if it involves abandoning of 
surgery altogether. We need never fear that surgery 
will be completely abandoned. It won't. 

I had the good fortune to assist Dr. Charles A. 
Scudder in abdominal surgery at the Massachusetts 
General Hospital, and I never saw him open an ab- 
domen without the most careful attention to detail. 
He never picked up tissue without a proper instru- 
ment, or handled that tissue without a saline gauze. 
Indeed, he had the most perfect respect for tissue I 
have ever seen before or since. You could see in his 
face that he instantly resented any insult to tissue, 
gross or delicate. I was greatly impressed with the 
fact that gastric surgery, even for gastric cancer, 
could be done with scarcely any loss of life from the 
immediate operation. But with all this, I realized that 
the last word had not been said in stomach surgery. 
Follow these, or any other cases, and you will often 
see from day to day, or from month to month, that all 
is not well. This gives us courage ever so often to 
inspect our results, and to agree or disagree with the 
procedure. : 

What we actually want is not just to operate on 4 
gallbladder, but rather to restore its function by what- 
ever means or in whatever manner necessary. For at 
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its best, surgery is, as we know, difficult, rather dan- 
gerous, sometimes uncertain, and often a real financial 
problem to the patient, though at times inescapable. 

All these methods under discussion arouse our keen 
interest. So does the possibility that the time may 
come when we will know enough about allergy to 
have some standard and well-authenticated method 
approved by many brilliant allergists. I remember the 
comments on that now famous allergist, Dr. Duke, 
whom I followed at the Massachusetts General Hos- 
pital, and what the various “pups” used to say about 
him and his ideas on allergy. 

I might have started to apologize for what I am 
about to say in this discussion; however, an editorial 
in the Journal of the International College of Sur- 
geons, arriving less than an hour ago, emboldens me 
to discuss freely the use of non-surgical methods in 
certain cases. This editorial states that the modern 
surgeon has learned to have recourse to many non- 
surgical methods. This we have indicated above. The 
editorial further states that whether or not a surgeon 
is justified in appropriating non-surgical methods might 
be debatable. But is it debatable? For the end we are 
all seeking is, or ought to be, the same. Not the glory 
of the surgeon, nor the renown of having performed 
a successful, spectacular operation, but rather the 
health and well-being of the patient. 

From the politician’s point of view, and often from 
the layman’s, the doctor is merely the lesser of two 
evils, and sometimes not the lesser. I recall that when 
I came to Atlanta some twenty-five or more years 
ago, and hung out my shingle for the “Diagnosis and 
Treatment of Surgical Diseases,” how it hurt my sur- 
gical soul to hear the oft-repeated, “So you want to 
cut on ’em, do you, Doc?” 

One of my early attempts at a paper was “Preven- 
tive Surgery—Goiter,” in which I arrived at the con- 
clusion that the index of a community’s intelligence 
was measured by the number of cases of goiter sur- 
gery, believing that most cases could be prevented 
by the intelligent handling of young women at the 
proper age. As true surgeons, we must be deeply in- 
terested in preventive surgery. Perchance my skill was 
growing less keen, the ability to dare was perhaps 
diminishing, maybe courage was failing, but I have 
always tried to keep constantly in mind, “What is a 
bold surgeon?” “Who is the bold man?” The man at 
the point of the Bard Parker, or the man wielding 
the handle? Certain risks are, of course, justifiable; 
and that, as Dr. Brooks has clearly shown, constitutes 
surgical judgment. Certain of these gallbladder dis- 
turbances, acute cholecystitis, for example, come on 
suddenly. As in cancer, we can never hope to know 
where the trouble began, but none of us doubt that 
there was a time, if we could have known it, when 
the original cancer cells could have been eradicated, 
or that the allergic condition could perhaps have been 
arrested before actual infection took place. 

Certainly in some of these cases of cholecystitis, the 
patient is acutely ill. Sometimes the pain is exceed- 
ingly severe. Some good clinicians have believed that 
the. disturbance may begin in an allergic reaction 
which suddenly stops up the gallbladder, just as the 
hose can quickly stop up without its being possible to 
snuff it out, or sniff it out. Just as many people believe 
that an allergic reaction may be the cause of appen- 
dicitis, We know that if the trouble is seen at the 
Proper time, and the proper measures instituted, some 
Patients go through normal healing processes and get 
well; sometimes, if we have made a snap diagnosis 
and have not properly evaluated the various com- 


ponent parts, we may bring surgery into disrepute 
by having them get well in spite of our dire pre- 
dictions. 

Of course, the problem arises as to whether the 
dangers which might appear while we temporize may 
not be too great. We all know that there are many 
gallbladder dysfunctions which necessitate operation ; 
however, since gallbladders are not quite so likely to 
rupture quickly as is the appendix, there is usually 
a longer time to temporize—if there were some well- 
standardized method, and if that method did not en- 
danger the life of the patient. Today, most well- 
known surgeons do not grab up the patient who has 
an appendix and operate on him at once, without 
careful study and evaluation of the symptoms which 
cause his pain, discomfort, or disability. We have all 
seen an acute appendix where there was no tempera- 
ture, where there was definite doubt to whether or 
not there was muscle defense (and we must train our- 
selves to recognize muscle defense, muscle spasm and 
muscle rigidity) ; and I believe that any surgeon with 
experience who has carefully employed the proper 
method of palpating an acute surgical belly, has 
taught himself to crawl gently over the abdomen, 
finger by finger, resting very lightly and very ginger- 
ly, can learn to sense where muscle defense ends and 
muscle spasm begins. All of us know it is too late 
for anything except operation when rigidity has begun. 

We believe that a gallbladder can have, sometimes, 
an allergic reaction. The work over many years of 
Dr. Eustis and his co-workers has convinced most 
people of this. We refer here to the work on hista- 
mine and histadine. Believing that the allergic re- 
action can sometimes simulate other things, we feel 
that at times it is so severe it should not fall into 
the hands of a too enthusiastic surgeon. For so long 
as there is no destruction, or irreparable damage to 
delicate tissue, repair is always possible. Knowing the 
seriousness of gallbladder surgery, I do not believe 
that it is too much, to hope that a better understand- 
ing of what help may be given us by the allergists 
is close to fulfillment, and that surgeons will then be 
better able to handle these difficult and dangerous 
cases. 

Until we know what indispensable nutrient protects 
the delicate mucus membrane or epithelial tissue, we 
will be handicapped in our efforts to mitigate the 
symptoms and hasten restoration. Is this going to be 
a correction of hypovitaminotic condition? Hormone 
deficiency? Derangement of hemopoiesis? Time will 
tell. Such work as has been done by Dr. Eustis and 
his large number of co-workers, and the work that 
has been done in nicotinic acid by Dr. Sydenstricker 
and his co-workers suggest a vitamin lack. Dr. Brooks 
has very wisely urged the necessity of a few hours of 
pre-operative care. Some of these might be used for 
testing the possibilities of sensitivity, at the same 
time other supportive and preliminary measures are 
being undertaken. 

If, in our attempts at surgery, we have kept up at 
the same time with what is going on in many other 
fields by many other seekers after truth, we must be 
familiar with the progress of histamine and histadine 
knowledge. Even the progress of surgery is no greater 
than the accomplishments of Dr. Eustis and his tire- 
less co-workers. If you will do this I am sure you 
will feel as I do—“‘Almost thou persuadest me to be 
an allergist.” But, unlike Faustus, we do not wish to 
be almost persuaded and yet fail to recognize the 
possibilities that allergy may be an important factor. 
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Echinococcus Cyst of the Liver 


Simulating a Stone in the Common Bile Duct 


JOSEPH F. GENNARO, Ph.G., M.D., M.LCS. 
BROOKLYN, NEW YORK 


HE frequent errors connected with 

the diagnosis of certain forms of 

echinococcus disease warrant a de- 
tailed discussion of the symptoms associated 
with this malady. Failure to recognize them 
may prevent or delay the use of timely 
therapeutic measures and cause serious re- 
sults. 

While echinococcus disease is relatively 
common in Europe, it is rare in the United 
States. However, it is becoming more pre- 
valent as immigration from Europe in- 
creases. 

The disease is caused by the echinococ- 
cus (Taenia echinococcus), a minute tape- 
worm which, in its adult form, lives in the 
small intestines of the dog, wolf and fox, 
and in certain birds of prey. In its cystic 
form (hydatid cyst) it is responsible for 
widespread disease, principally in cattle, 
sheep, goats and hogs, rarely in man. Ice- 
land is considered the classic home of the 
ailment; indeed, in 1917, 14 per cent of the 
death rate in that country was attributed to 
echinococcus disease. Other areas showing 
a comparatively high percentage of this dis- 
ease are central Europe, the British Isles, 
Australia and some regions of Asia and 
South America. 

While the echinococcus may invade any 
part of its host’s body, it most frequently 
attacks the liver. In the process of its 
growth, the cyst may expand toward the 
diaphragm or into the abdomen, choosing 
a course offering the least resistance. Rarely 
it invades the biliary tract, causing severe 
obstruction. Those symptoms associated 
with abscess of the liver may also occur in 
echinococcus disease. Hydrops of the gall- 





bladder sometimes follows infection with 
hydatid cyst. In about 50 per cent of the 
cases there is a secondary infection. 

About 75 per cent of echinococcus cysts 
are found in the liver and 12-15 per cent 
in the lungs. Their most common complica- 
tions are suppuration and perforation, with 
symptoms referable to the liver or the bile 
ducts, due to invasion of the gallbladder, 
pressure of the cyst, or perforation into the 
bile ducts. A cyst may develop to a tre- 
mendous size, and perforation then becomes 
an important complication. According to 
Alessandri, the majority of cysts are in the 
right lobe near its superior lateral margin. 
According to the literature, in 23.8 per cent 
of the cases surveyed the cyst opened into 
the common bile duct, and in 42.9 per cent 
into the hepatic duct. 


LITERATURE 


Icterus accompanying hydatid cysts was 
first mentioned by Neisser in 1877 and 
studied later by Ortiz Coffigni in 1881. 
Langenbuch in 1894 differentiated five 
types due to: (1) congestion and polycho- 
lia; (2) hepatic cyanosis; (3) rupture of the 
cyst; (4) biliary lithiasis; (5) angiocholitis. 

Lejars in 1898 published a report of a 
case of echinococcus cyst associated with 
icterus. Page in 1898 studied icterus as a 
symptom of ruptured cyst into the biliary 
duct. Cavazzani in 1896 reported a patient 
with icterus due to rupture of an echino- 
coccus cyst. MacLaurin in 1909 made a 
study of 132 cases of liver cysts and report- 
ed that icterus was present in 14. Quenu 
and Duval in 1906 described a case of an- 
giocholitis with rupture of a cyst into the 
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bile ducts. In 1906 Berthenet wrote a thesis 
on icterus due to compression of the bile 
duct by the cysts. 

Tuffier in 1906 reported three cases in 
which he considered chronic icterus with 
hepatic colic symptomatic of the cysts of 
Spigelius’ lobe. In 1907 Berard and Cavail- 
lou published a work entitled “Hepatic 
Colic, Icterus and Cholerrhagia Associated 
with Hydatid Cysts of the Liver.” Finally, 
in 1910, Quenu made a study of icterus in 
connection with hydatid cysts. 

Most writers estimate the mortality rate 
from hydatid cyst cases to be between 33 
and 45 per cent. Of 16 cases reported by 
Prat and Piquerez, only 9 survived. 


SYMPTOMATOLOGY 


The study of the various symptoms pro- 
duced when hydatid cysts of the liver are 
connected with the bile ducts has a particu- 
lar interest, since the complications pro- 
duced by the obstruction of the biliary tract 
give rise to diagnostic and therapeutic er- 
rors of considerable importance, particular- 
ly if the cystic tumor is not apparent. The 
diagnosis of echinococcus disease from the 
clinical picture alone is at times impossible. 
It is important to ascertain in what coun- 
tries the patient has been living prior to the 
manifestation of the disease, for emigrants 
from certain countries, e.g., Iceland, Ger- 
many, Russia, Greece, and Bulgaria, may 
have acquired the parasite in their native 
land and developed the disease after emigra- 
tion to the United States. Seventy-five per 
cent of the cases diagnosed as echinococcus 
disease in Canada and the United States 
came from the countries named above. 

It is believed by several authors that from 
8-10 per cent of echinococcus cysts open 
into the biliary tract, while others put the 
percentage even higher. In cases where the 
communication is not evident, a systematic 
roentgen-ray examination of such cysts 
may reveal this communication, though it 
may have escaped notice during direct ex- 








ECHINOCOCCUS CYST OF THE LIVER 343 


ploration. Bilirrhagia after marsupialization 
is a certain indication of the existence of 
communication. This almost always origi- 
nates from the depth of the cavity, where 
the small biliary ducts have been crushed 
by the excentric pressure of the cyst. In 
case of rupture of a large branch of the 
hepatic, membranes and vesicles penetrate 
into the biliary passages. 

Icterus, from obstruction of the biliary 
tract by hydatids and membranes, is the 
most common and frequent symptom of 
rupture and varies in intensity and duration 
according to the length of time the obstruc- 
tion has existed. Hepatic colic regularly ac- 
companies icterus, being caused by intra- 
canalicular obstruction, but the sudden in- 
trahepatic tension which usually follows ter- 
minates the colic. Gradually an infection is 
added to the other symptoms, and tempera- 
ture of a varying degree of intensity com- 
pletes the clinical picture. 

Surveying the course of this disease as a 
whole, we find, apart from icterus, other 
serious hepatic disturbances which are the 
result of the action of the cyst upon the 
parenchyma, even without existing obstruc- 
tion. Although in case of suppurating 
cysts icterus is rather infrequent, neverthe- 
less an increasing infection in the bile ducts 
is certain to produce obstruction of the 
small ducts, which in turn will be followed 
by icterus. Therefore it is evident that in 
cases of suppurating cysts which are not 
connected with the bile ducts, icterus is due 
to functional disturbance of the hepatic 
cells produced by the infection, and not by 
canalicular obstruction. 

Echinococcus cysts may attain great size 
without causing marked discomfort, but 
when a cyst opens into the biliary tract, 
pain is severe and constant. At times epi- 
gastric pains are very similar to those of 
chronic cholecystitis caused by biliary lith- 
iasis, and the localizations identical, so that 
this syndrome of the cyst has been called 
“pseudolithiasis.” 
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As a rule, the pain sets in after rupture 
has taken place. The crisis is accompanied 
by icterus and a rise in temperature. Com- 
munication of the cyst with the biliary 
tract is much more frequent than usually 
suspected, particularly when the communi- 
cation exists without causing clinical mani- 
festations. In order to become evident, the 
opening must be large enough to permit 
the passage of elements capable of causing 
obstruction. Tumor and hepatomegaly are 
common in this disease. Pain is often the 
first symptom indicating disturbance. Pain 
associated with existing communication 
may be attributed to hydatid obstruction 
and to increased intracanalicular tension on 
one hand, and to the effect of spreading in- 
fection on the other. It is quite possible that 
the hydatid liquid which is suddenly ex- 
creted into the bile duct causes vasomotor 
reactions capable of giving rise to pain sim- 
ulating hepatic colic. 

Icterus caused by compression of the bil- 
iary ducts is much rarer than icterus fol- 
lowing rupture, is more persistent and pro- 
longed and is not accompanied by infection. 

Muifioz (1934) found that all suppurating 
cysts observed by him and his co-workers 
were in communication with the bile ducts. 
In order to avoid serious diagnostic errors, 
he recommended that the contour of the 
liver be carefully explored in all cases of 
suspected lithiasis and pointed out that the 
considerable and sudden variations in the 
size of the liver after a pain crisis, accom- 
panied by icterus, are a pathognomonic 
symptom of a cyst opening into the bile 
duct. 

Cystostomy is the recommended treat- 
ment in all cases where the cyst can be 
reached. Otherwise drainage of the bile 
duct is advised. Postoperative bilirrhagia 
depends, in the majority of cases, upon the 
communication between the cyst and the 
bile ducts, which must be ample. Radiologic 
exploration after lipiodol injection is of 
great value in discovering any anatomo- 





pathologic condition of the biliary tract. 
Complete and immediate excision of the 
main cyst mass is rarely possible. 


CASE REPORTS 


Wilensky (1934) described a case of a 
28 year old male of Italian origin who had 
been suffering from severe attacks of epi- 
gastric colic for six years. Each attack was 
accompanied by icterus, clay-colored stools 
and dark urine, and lasted about four days, 
sometimes a week; generally the attacks re- 
appeared after a few weeks’ interval. A 
cholecystectomy performed five years pre- 
vious had disclosed that the gallbladder con- 
tained a few large and numerous small 
stones. There were no symptoms after that 
operation until one year before the author 
saw him, when he had another attack, again 
followed by an interval without any marked 
symptoms. In a second operation an echin- 
ococcus daughter cyst was found located 
in the common bile duct, forming an ob- 
struction. A thorough exploration of the 
liver revealed the main cyst mass, but an 
attempt to enucleate the cyst failed, prob- 
ably because of the size of the cyst and its 
deep infiltration of the hepatic tissues. The 
cyst was evacuated and drained. The fluid 
drained contained typical hooklets. This 
case is of unusual interest because of the 
obstruction in the common duct created by 
the daughter cyst. 

In 1935 Valkanyi reported a case, a 20. 
year old married woman who had given birth 
to three premature children in the seventh 
month, all of whom died the first day after 
birth. Six days before the last birth she had 
had severe epigastric pain radiating to the 
thorax. At laparotomy a cyst was found 
filled with a clear fluid. After it was emp- 
tied, it was discovered to lie between the 
liver and the gallbladder. The history of 
this case was typical of gallstones. 

According to Valkanyi, the operative 
procedure depends upon the changes in the 
biliary tract. If the echinococcus has brok- 
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en through the biliary tract, the latter must 
be opened and drained. This alone may be 
sufficient to bring about a complete recov- 
ery, because the entire contents of the cyst 
drain out through the cholydocus. At times, 
however, the draining of the biliary tract 
proves to be insufficient, and the echino- 
coccus cyst must be sutured into the ab- 
dominal wound, in either a one-stage or a 
two-stage operation. In cases where the 
echinococcus cyst is situated in the vicin- 
ity of the biliary tract, causing icterus and 
constant pressure upon the upper biliary 
tract without having broken through its 
walls, and where there is no temperature 
and no infection, an operation on the cyst 
will usually suffice (suturing to the abdomi- 
nal wall or extirpation). 

It is well to consider what methods of 
treating the echinococcus cyst will achieve 
the best results. Sozzi, Loebker, Tricomi, 
and Borszéky and Baron have extirpated 
the entire cyst from the hepatic tissue and 
have sutured the wound in the liver. This 
method is radical and has the danger 
of postoperative hemorrhage and biliarrhea. 
In simple, uncomplicated noninfected cysts 
Partsch practiced disinfection with formol, 
drainage of the sac and primary suture. Ac- 
cording to Dévé it is not practical to use 
formalin, for the cyst may continue to 
exert pressure and suppurate for years. He 
therefore modified Partsch’s procedure and 
combined drainage with marsupialization. 
Operative drainage of the cyst without 
formol treatment has been abandoned, since 
it was found that this method did not safe- 
guard against recidivity, inoculation and 
echinococcosis of the peritoneal cavity. 

In complicated cases, where the contents 
of the cyst are infected, or where there is 
serious compression of the biliary tract on 
account of unusual topography, and where 
a radical extirpation might be dangerous, 
the old marsupialization method with pri- 
mary formalin injection is the safest. 

In 258 cases surveyed by Farley, only 38 
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per cent were correctly diagnosed before 
operation, though the cases were gathered 
in an endemic region of Australia where 
physicians have much practice in the diag- 
nosis of echinococcus. It has happened that 
patients operated upon for cholecystitis, 
but having no stones, were found later to 
be suffering from echinococcus, which had 
escaped attention. 

Rautenberg and Goetze recommend a 
pneumoperitoneum in all cases of doubtful 
diagnosis, but Partsch thinks that this does 
not provide an accurate diagnosis in cases 
where the echinococcus has developed on 
the lower surface of the liver. 

In the cases cited, the preoperative diag- 
nosis was cholecystitis, and only operation 
disclosed the presence of an echinococcus 
cyst. The use of cholecystography may 
aid in the diagnosis in such cases. 

An interesting case of obstruction of the 
bile ducts by a hydatid cyst was described 
by Cardenal (1935). The patient had all 
the classic symptoms of occlusion of the 
bile duct, including intense colic radiating 
toward the right shoulder, persistent vom- 
iting, more or less pronounced icterus, and 
fever. Upon operation a tumor of the size 
of a nut was discovered at the angle formed 
by the gallbladder and the bile duct; this 
was found to be a small, degenerated echin- 
ococcus cyst. This case shows that it is im- 
possible to make an absolutely precise diag- 
nosis when there is a divergence between 
clinical and laboratory symptoms. In all 
such doubtful cases, Cardenal thinks it bet- 
ter to do an exploratory laparotomy rather 
than to wait since laparotomy usually 
will throw light upon the most obscure 
diagnosis. 

In 1920 Dr. Fortacin published a report 
(in a Barcelona medical review) describing 
2 cases of echinococcus cyst which were 
mistaken for biliary peritonitis. At opera- 
tion there appeared to be a rupture of the 
biliary vesicles with peritoneal inundation; 
in the first case there was biliary material, 
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in the second there was also a rapid process 
of the septicemic type. 

Three authors, Piaggio Blanco, Garcia 
Capurro and Dévé, observed an interesting 
case in Uruguay (1935). The patient was 
hospitalized for jaundice without colic, a 
condition which had lasted about a year. 
An exploratory laparotomy disclosed no 
recognizable cyst and two exploratory 
punctures were negative. The biliary tract 
appeared normal. The abdomen was closed 
again, and it was assumed that biliary cir- 
rhosis was causing the trouble. The patient 
returned later with severe icterus and en- 
larged abdomen, but no digestive disturb- 
ance. There was loss of weight and edema 
of the lower extremities. The patient died 
after the illness had run its course (two 
years), showing a syndrome of hepatic in- 
sufficiency. The autopsy revealed numerous 
cystic nodules on the surface of the right 
lobe of the liver, and a parasitary mass the 
size of a fist. No trace of a hydatid cyst was 
found within the lesions. The presence of 
a voluminous mass of membranes and vesi- 
cles in the central excavation, the large size 
of the parasitic alveoli, limitation of the 
vesicular progression into the tissues, and 
absence of infiltration of the venous regions 
and of the lymphatic system, which ex- 
plains the absence of pulmonary and gang- 
lionic metastases, make this case rather dif- 
ferent from the classic type of alveolar 
echinococcus disease. 


FAMILIAL APPEARANCE 


There are rare reports of echinococcus 
disease in several members of one family. 
At the Red Cross Hospital in Athens, Ma- 
rangos (1938) studied a case, probably 
unique in its kind, in which the disease had 
affected six members of the family. A simi- 
lar instance had been observed by Dévé in 
1905, and Madelung reported 2 such cases 
in 1885. Dévé collected all cases of this 
familial type cited in the literature and 
found only 23. Even in a country like Ar- 
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gentina, where the disease is frequent, this 
familial type has been rarely observed. 

Statistics compiled by B. Courage, on the 
basis of Dévé’s studies, show that familial 
echinococcus appears primarily in siblings 
(50 per cent of the cases); the combination 
of parents and offspring has a frequency of 
25 per cent, and other familial combinations 
are still rarer. 

Marangos’ case was of a family of refu- 
gees who had moved from Asia Minor to 
Piraeus in 1902. No echinococcus disease 
had been known to exist in their ancestry. 
Four members of the family died within 
eighteen months, after operations had failed 
to bring relief. The other two members af- 
fected had a bad prognosis at the time of 
the writing. Marangos points out that de- 
velopment of echinococcus in the human is 
often slow; at times it takes as long as thirty 
to forty years for the formation of a cyst. 
In other cases development is rapid. It is 
therefore difficult to judge the age of the 
cyst from its size. In the cases described by 
Marangos, the liver was so completely in- 
fested that the surgeon was unable to re- 
move the cysts. Certain factors in these 
cases were interesting. Eosinophilia accom- 
panies echinococcus disease in between 5 
and 8 per cent of the cases. 


TESTS 


Smith and Magath (1937) use the intra- 
cutaneous test of Casoni, injecting 0.2 cc. 
of filtered, sterile, hydatid cyst fluid, usual- 
ly obtained from sheep, into the skin of the 
arm. They first test the patient by stroking 
the skin with a blunt instrument; if strong 
evidence of dermographia is present, the 
patient is judged unsuitable for the intra- 
cutaneous test. A control is used. The 
reaction is positive if there is erythema at 
the site of the injection and a wheal in the 
center of the reaction. The control should 
fade; if it does not, the test is a failure. The 
authors report that in a number of cases the 
reaction is greatly retarded, taking place 
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after 6 or 12 hours. A positive result of an 
immediate reaction (30 min.) is recorded 
when the lesion is about 23 mm. in diam- 
eter; it is doubtful, according to Smith and 
Magath, when 20-23 mm. in diameter, and 
negative when less than 20 mm. It is also 
interesting to note that a retarded reaction 
is not called positive unless the area of re- 
action is at least 40 mm. in diameter and 


‘associated with edema and induration. False 


reactions due to urticaria, hay fever and 
asthma may appear and should be accepted 
with caution. The authors recommend that 
the antigen be procured from Australia 
or South America. 


TYPES 


From the practical and diagnostic point 
of view, cysts which rupture and become 
complicated are the most interesting ones. 
One type of cyst manifests itself, after an 
evolution of several years, by general in- 
fection, icterus from retention, hepatic col- 
ic, angiocolitis and perihepatitis. Another 
type is characterized by hepatic colic of 
the vesicular type, which in the course of 
evolution comes to resemble a chronic 
cholecystitis with repeated colic. Some auth- 
thors believe that the several types may be 
classed according to their chief symptom: 
icterus, infection or colic; finally, there are 
complex or mixed types. Quenu and Chauf- 
fard think that hydatid cysts of the liver 
may produce hepatic colic without having 
invaded the bile ducts. 

Anastasia (1935) observed one case of 
hydatid cyst of the liver opening into the 
bile ducts which in its final stage developed 
like a syndrome of severe biliary infection, 
and another opening into the bile ducts and 
developing like vesicular lithiasis. In the 
first case infection, in the second pain, was 
the predominating characteristic. 

The author believes that the communica- 
tion existing between the vesicle and the 
cyst cavity is an argument in favor of cys- 
tostomy, at least in one stage, particularly 
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because of its simple technic—assuming, of 
course, that the diagnosis has been correct 
and that the cyst has been localized either 
clinically or by laboratory tests. This meth- 
od combines a double function which is im- 
perative: drainage of the biliary tract and 
drainage of the cyst containing septic mat- 
CF. 

Professor H. Garcia Lagos of Montevi- 
deo chooses primary cystostomy in infec- 
tions localized in the bile ducts in general, 
and in ruptures of hydatid cysts of the liver 
into the bile tract in particular. Drainage 
is made above the obstacle, and the inter- 
vention is in one stage unless clinical cir- 
cumstances indicate a different procedure. 

To facilitate visualization of the cystic 
cavity and bile ducts, roentgen-ray exami- 
nation, with previous injection of sodium 
iodide, is recommended to aid in determin- 
ing which part of the bile duct is in com- 
munication with the cyst, and the type of 
obstruction of the biliary tract. 


CALCIFIED CYSTS 

An interesting case of calcified cysts is 
described by Reyes and Derqui (1937). 
They state that typical vesicular colic oc- 
curs in hydatid cysts when there is partial 
or total communication between the cysts 
and the bile ducts. The pain.is not neces- 
sarily produced by a sudden inundation of 
the bile tract by the hydatid fluid, for the 
slow infiltration of the fluid is sufficient to 
cause irritation in the biliary tract. 

Every calcification in the pericyst im- 
plies a process of involution which ends, 
sooner or later, in the death of the parasite. 
The cyst, although in an advanced stage of 
calcification, is fertile, and the production 
of toxins therefore continues. When calci- 
fication is total, the cyst becomes complete- 
ly isolated, remaining in the hepatic paren- 
chyma without further manifestations if 
its involution is terminated. It is like a for- 
eign body lodged in the tissues; and while 
such bodies may be tolerated by the sur- 
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rounding tissues, even for years, the latter 
may suddenly react without visible infec- 
tion. The resulting pain may be intense, 
continuous, paroxysmal and neuralgic. 

As to the treatment of calcified cysts, 
surgeons hold many different opinions and 
no specific method has been adopted. Some 
authors advocate marsupialization and oth- 
ers reject it on account of the fistula which 
it is apt to produce. Reyes and Derqui, 
however, used this method and followed 
it up with curettage of the cavity, obtain- 
ing complete recovery. 

Calcified cysts rarely produce discomfort 
because they represent the last stage of the 
parasitic involution. Only where there are 
complications, like suppuration, or where 
mechanical disturbances are created by the 
size of the cyst, does surgical intervention 
become justified. 

Many theories have been advanced to 
explain the pathogeny of hepatic colic. Ac- 
cording to Chiray and Pavel, it is the clini- 
cal transmission of vesicular spasmodic con- 
traction, a probable spasm in a region of 
neuro-vegetative instability. 

Calcified hydatid cysts of the liver are 
usually found by chance in the course of 
roentgen-ray examination. Observations on 
these cysts are rare, since they have no 
symptomatology; and when centrally lo- 
cated, they frequently escape detection, re- 
maining embedded in the hepatic tissue. 
Calcerous infiltration of the cyst is rare in 
the human but frequent in the sheep and 
the cow. 

Vallarino and Cichero (1935) believe 
that pathological anatomy implies the exist- 
ence of necrosis of the tissue prior to calci- 
fication. The dead echinococcus vesicles 
then form fibrous masses which are hard 
and contain caseous matter. In a description 
of cases in Radiologie et Electrologie 
(1923) Vialet and Randaveaux state the 
following fundamental facts: (1) The form 
of the cyst is circular, as if traced with 
a compass. (2) The margin is less dis- 


tinct than the rest of the cyst. (3) The 
central portion is clearer and appears 
marbled. The first point is of only relative 
importance, but the second and third are of 
great diagnostic value. Calcified cysts are 
readily diagnosed when situated in the cen- 
tral region of the liver, but more difficult 
to recognize when situated on the inferior 
surface of the liver, as they are easily mis- 
taken for calculous vesicular shadows. 
Deeds of the Mayo Foundation (1937) 
reported a case of a male, 32 years old, who 
was born in Greece and apparently had 
sufficient opportunity to become infected 
with echinococcus. At the age of 10 he 
came to the United States and after 15 years 
here was suddenly seized with severe colic 
in the upper right abdominal quadrant 
and epigastrium, extending posteriorly to 
the right scapular region as well as upward 
and bilaterally into the thorax. Icterus 
appeared after about five days. The patient 
stated that cholecystostomy had been per- 
formed, but that the gallbladder was not 
distended at the time and no stones were 
found in it. A similar attack followed the 
first after an interval of five years, and later 
attacks at intervals of one year only. A 
Greek physician who was consulted at that 
time found a positive skin test for echin- 
ococcus disease and roentgenographic diag- 
nosis of two cysts of the liver. After a fifth 
attack, accompanied by chills and fever, 
icterus, mild anorexia and occasional mild 
pruritus, the patient was admitted to the 
Mayo Clinic. Repeated examination of the 
liver disclosed an enlarged left lobe with its 
edge three fingers’ breadth below the xi- 
phoid in the midepigastric line. Laboratory 
tests remained negative. On three consecu- 
tive days an ampule of 25 cc. of thorotrast, 
dissolved in a saline solution, was adminis- 
tered intravenously. The intravenous injec- 
tion of thorotrast causes the radiopaque 
particles of thorium dioxide to undergo 
phagocytosis, chiefly by the reticulo-endo- 
thelial cells of the body. Since both liver 
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and spleen are amply furnished with these 
cells, thorotrast causes them to be more 
clearly visualized in the roentgenograph, 
by showing a defect in the picture of the 
organs affected. Although the spleen 
showed no defect, the right lobe of the liver 
contained a large cyst about 5 cm. in diam- 
eter. Another, separate cyst, found near the 
dome of the liver, was undergoing calcifi- 
cation. 

Roentgenologic examination after intra- 
venous injection of thorotrast enabled the 
surgeon to determine the point at which to 
make the incision. At operation the main 
bile duct was found to be one and one-half 
times the normal size. After walling off the 
large cyst to avoid contamination of the 
peritoneal cavity, the cyst was opened. It 
was filled with a large amount of thick, gel- 
atinous matter, which was carefully scooped 
out and the cavity swabbed with phenol. A 
small rubber tube was placed in the cavity 
for drainage. The second cyst, which was 
about 3 cm. in diameter, contained thick, 
putty-like matter, and was treated in the 
same manner. The one-stage procedure is 
satisfactory if all precautionary measures 
are taken to prevent contamination. 


AUTHOR’S CASE 


In the writer’s case the patient was a 
white woman, 34 years old, born in Italy. 
She was admitted to the hospital on Decem- 
ber 9, 1937, complaining of severe epigas- 
tric pain and vomiting. According to her 
statement, she had been suffering from gall- 
stones for the past five years. The pain was 
constant, very sharp and stabbing in char- 
acter, and radiating to the back, but not 
to the shoulders. The attacks had become 
increasingly frequent during the past five 
years, and the patient had lost about 18 
pounds in the three months preceding ad- 
mission to the hospital. 

At the time of examination there was no 
sign of icterus. Tentative diagnosis was 
cholecystitis or cholelithiasis. The patient 


was closely observed until December 31, 
during which time her condition showed 
frequent changes, her temperature rising at 
times to 101°, then receding again. On De- 
cember 29 her condition became worse, her 
temperature rising to 103°. Vomiting in- 
creased and jaundice became marked. Cho- 
lecystostomy was performed on December 
31. A 5-inch upper right rectus incision was 
made through the skin, subcutaneous tissue 
and fascia, the muscle separated and the 
peritoneum opened. The gallbladder was 
found to be distended and thickened, in- 
flamed and adherent. There were adhesions 
around the lower surface of the liver, which 
was enlarged, posteriorly, by a fluctuating 
mass of the size of a grapefruit. On palpa- 
tion no stone was felt in the bile ducts, but 
a large cyst simulating a stone was palpable 
near the common duct. A mass was pres- 
ent in the right posterior and inferior lobe, 
and upon aspiration with a long needle, 
green thick fluid was removed. The cyst 
was opened, disclosing a number of grape- 
like sacs varying in size from 1 mm. to 3 
cm. They were removed and the cystic 
mass drained, causing almost complete col- 
lapse of the gallbladder. It was evident that 
the pressure of the cyst upon the bile ducts. 
had caused obstruction of the gallbladder 
with resulting icterus. The postoperative 
diagnosis was echinococcus cyst of the liver 
with cholecystitis. 

A double pursestring suture was used at 
the apex of the gallbladder; a rubber tube 
was inserted into the fundus and anchored 
to the peritoneum. After evacuation of the 
cystic mass, two cigarette drains and a rub- 
ber tube were introduced into the cystic 
cavity. Recovery was uneventful, and the 
patient was dismissed on January 20, 1938. 


SUMMARY 


Echinococcus disease is rare in the United 
States, but should be suspected in patients 
who have emigrated from central Europe, 
Bulgaria, Greece, Italy, Australia and South 
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America and who show characteristic symp- 
toms of cholecystitis. 

Epigastric colic, icterus, gastric disturb- 
ances and occasional rise in temperature are 
the symptoms accompanying the disease. 

Development of a cyst may take several 
years, and symptoms may be absent until 
the size of the cyst results in compression 
of the gallbladder or rupture into the bile 
ducts, causing serious complications. 

The majority of cases have been erron- 
eously diagnosed and the syndrome attrib- 
uted to cholecystitis. 

Cholecystography is recommended as an 
aid to correct diagnosis, and the use of tho- 
rotrast is of value in enabling the surgeon to 
determine the point of incision. 

Formol treatment and marsupialization 
with drainage is the procedure preferred by 
some surgeons, while others have chosen 
the radical method of extirpating the entire 
cyst. 
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RESUME 


Kyste echinocoque du foie simulant un 
calcul du choledoque 


Les kystes hydatiques sont rares aux Etats 
Unis mais se rencontrent chez les immi- 
grants qui nous viennent de L’Europe Cen- 
trale, de la Bulgarie, de la Gréce, de I’Italie, 
de l’Australie et de l’Amerique du Sud. Ces 
malades présentent les symptomes caracter- 
isques de la cholécystite. La colique epi- 
gastrique, l’ictere les troubles digestifs et 
parfois de la fiévre accompagnent la mala- 














die. Le developement du kyste peut prendre 
plusieurs années et les symptoOmes seuvent 
étre absents tant que le kyste ne détermine 
ni la compression de la vésicule biliaire ni la 
rupture dans les conduits biliaires. La ma- 
jorité des cas sont mal diagnostiqués. L’au- 
teur recommande la cholecystographie et 
l’emploi de thorotrast pour determiner les 
siége de l’incision. 
ZUSAMMENFASSUNG 


Echinokokkenzyste der Leber unter dem 
Bilde eines Steines im Choledochus 


Die Echinokokkenkrankheit ist selten in 
den Vereinigten Staaten, muss aber ver- 
mutet werden in Kranken, die von Zen- 
traleuropa, Bulgarien, Griecheland, Itali- 
en, Australien und Siidamerika ausgewan- 
dert sind und die typische Zeichen von 
Cholecystitis aufweisen. Krimpfe in der 
Magengrube, Gelbsucht, Magenstérungen 
und gelegentliche erhodhte Temperatur sind 
Anzeichen, die Krankheit begleiten. Die 
Entwicklung einer Zyste kann mehrere 
Jahre beanspruchen, und die Merkmale 
kénnen fehlen, bis die Grdsse der Zyste 
einen Druck auf die Gallenblase ausiibt 
oder in die Gallenginge durchbricht mit 
ernsten Verwicklungen. Die Mehrzahl der 
Faille wurden falsch diagnostiziert und die 
Anzeichen als Cholezystitis angesehen. 
Cholezystographie wird empfohlen zwecks 
richtiger Diagnose. Thorotrast hilft den 
Chirurgen in der Wahl des Einschnittes. 
Formolbehandlung und Marsupialisation 
mit Drainage ist das Verfahren der Wahl 
fiir manche Chirurgen, wahrend andere die 
Radikalbehandlung durch Extirpation der 


ganzen Zyste vorziehen. 


SUMARIO 
Quiste echinococcus del higado simulando 
una piedra en el conducto comin de la bilis 


La enfermedad quiste echinococcus es 
rara en los Estados Unidos, pero debe sos- 
echarse en pacientes que han emigrado de 
a Europa Central, Bulgaria, Grecia, Italia, 
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Australia y América del Sur, los cuales in- 
dican sintomas caracteristicos de colecistitis. 
Célico epigastrico, ictericia, disturbios gas- 
tricos, aumentos de temperatura ocasionales 
son los sintomas que acompaiian la enferme- 
dad. El desarrollo de un quiste puede to- 
marse varios aflos y puede ser que los sin- 
tomas no se presenten hasta que el tamafio 
del quiste resulte en la compresion de la 
vejiga de la hiel o la rotura de los conduc- 
tos de la bilis, causando serias complica- 
ciones. 

En la mayoria de los casos la diagnosis ha 
sido erronea y el sindromo atribuido a la 
colecistitis. La colecistografia se recomienda 
para ayudar a una diagnosis correcta, y el 
uso del “thorotrast” sirve para asistir al 
cirujano a determinar el punto de la incisién. 


RIASSUNTO 


Ciste da echinocco del fegato che simula 
pietra nel condotto biliare comune 


II male echinocco é raro negli Stati Uniti 
ma deve sospettarsi in persone emigrate 
dall’Europa Centrale, dalla Bulgaria, dalla 
Grecia, dall’Italia, dall’Australia e dall’- 
America del Sud, le quali mostrano sintomi 
caratteristici di colecistite. I sintomi che ac- 
compagnano il male sono: colica epigastri- 
ca, itterizia, disturbi gastrici e a volte un 
po di febbre. Lo svipuppo della ciste im- 
piega diversi anni ed é possibile che questi 
sintomi non si presentino fino a quando la 
misura della ciste risulta nella compressione 
della vescica del fiele o nella rottura dei 
passaggi della bile causando complicazioni 
serie. I] maggior numero dei casi € stato 
erroneamente diagnosticato e la sindrome 
é attribuita a colecistite. La colecistografia 
é raccommandata per aiutare la diagnosi 
corretta e l’uso del “thorotrast” € impor- 
tante perche permette al chirurgo di deter- 
minare il punto dell’incisione. Trattamento 
di Formol e marsupializzazione con scolo 
e il procedimento preferito da alcuni chi- 
rurgi mentre altri preferiscono il metodo 
radicale cioé l’estirpazione dell’ intera ciste. 
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Recent Developments in the Pharmacognosy 


of Snake Venoms 
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HE venom of snakes and bees was 

known and used by the ancients 

as materia medica, as shown by 
numerous references in Latin and Greek 
mythology. Indeed, the serpent was des- 
tined to become a symbol of the art of heal- 
ing. The picture of Aesculapius as an old 
man, resting on a staff with a snake coiled 
around it, his sister Hygeia holding a snake 
in one hand and a bowl, symbolic of medi- 
cine, in the other, is known to all. Likewise 
the caduceus of Roman mythology is shown 
with wings attached to a staff around which 
are wound a pair of serpents. The Hindu 
Brahma is pictured as guarded by She- 
shaney, a mythical snake with many heads. 
The cobra, carrying a hoodlike spectacle 
in the form of the Greek omega is wor- 
shiped in India; indeed it is a gross sacrilege 
in the Hindu religion to kill a cobra, so that 
they are left to wander about homes and 
villages, causing the death of many thou- 
sands of natives every year. In the Middle 
Ages, the venom of various snakes was used 
as medicine. And in the southwestern part 
of our own country, the Hopi Indians still 
observe their nine-day snake dance cere- 
mony. 

THERAPEUTIC USES 


In modern times the use of snake venom 
for therapeutic purposes has been revived. 
Crotalin has been applied in the treatment 
of epilepsy," and cobra venom has been 
found to be of value in treating the pains of 
malignant tumors.” * * ° 
Venene, a mixture of the venoms of vari- 


ous snakes, has been recommended by Fitz- 
simmons and widely used in South Africa.’ 
Alternating hypodermic and intramuscular 
injections of Venene have been found useful 
in hysteria, illusions, nervous exhaustion, as- 
thenia, chorea and paralysis. Venene has 
also been shown to have a lasting effect on 
the cardiac muscle. 

Venomin, isolated from the venom of 
pit vipers of southern Florida, has been 
found valuable in the treatment of rheuma- 
toid arthritis, according to several authors.’ 
When given in deep intramuscular injec- 
tions, it has also been found to control the 
unmanageable pains present in the late 
stages of cancer.* Intravenous injections of 
this venom prevented the recurrence of fits 
in grand and petit mal.’ 

These findings are interesting in the light 
of the fact that insulin-like substances, cap- 
able of increasing the blood-sugar level, 
were found to be present in some venoms. 
This fact may give rise to a therapy which 
will parallel the shock treatment of mental 
diseases with metrazol. 

Both plants and animals secrete sub- 
stances showing the characteristics of mi- 
crobial exotoxins; these can be classified as 
phytotoxins and zootoxins."”” Representa- 
tives of the former are ricin, from the seed 
of the castor-oil plant (Ricinus communis), 
and aborin, from the seeds of the Indian 
licorice (Abrus precatorius). They are toxic 
and after injection will stimulate the pro- 
duction of an antitoxin. 

The zootoxins are the venoms of snakes, 
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spiders, scorpions, bees and toads. ‘They are 
mainly protoplasmatic poisons, with a defi- 
nite physiologic action on the two systems, 
the blood and the central nerve system." 
The high affinity of snake venom for nerve 
tissues is known as a neurotoxic effect; the 
principle under which it causes changes in 
the blood is called hemotoxic. 


PROPERTIES 


Mitchell and Reichert" found various 

lobulins and a peptone in cobra venom, 
which they thought to be its active prin- 
ciple. Calmette favored the view that snake 
venom is of an albuminous nature. Faust’s 
work (1907) brought a new impetus to the 
investigation."” He claimed to have found 
nitrogen substances in snake venom, which 
he classified as saponins. After fraction- 
ated precipitation from aqueous solutions 
of cobra venom he obtained a_ product 
which he held to be saponin. The combus- 
tion analysis showed a content of 52 per 
cent carbon and 6.8 per cent hydrogen. 
The isolated substances were amorphous 
and their aqueous solutions showed a weak 
acid reaction. The toxicity was increased 
fivefold by the process. The lethal dose for 
a rabbit was 0.1 gamma per gram, given in- 
travenously. The animal died within an hour. 

In 1919 Flury investigated the venom of 
bees."*> His work was based on the studies 
of Josef Langer, who reported his results 
in 1897. Langer had obtained a substance 
from bee venom which he regarded as a 
base and an alkaloid. F lury investigated the 
substance after hydrolysis and found an in- 
flammatory irritant of nontoxic nature 
which he believed to be the active princi- 
ple of the venom. Like Langer, he regard- 
ed the base as an albuminous substance. He 
placed this substance, which he considered 
the active principle in venom, between the 
saponins and the cantharidins. 

Phisalix and others found a great simi- 
larity between the neurotoxic properties of 
bee venom and snake venom. Fssex and 


co-workers stated that intradermal injec- 
tions of bee venom have nearly the same ef- 
fect as intradermal injections of neurotoxic 
venom and histamine.” Phisalix also showed 
that cross immunity can be established be- 
tween bee and viper venom in mice. 

Tetsch and Wolff found further analo- 
gies between the two venoms.” They iso- 
lated from bee and snake venom albuminous 
substances which contained sulfur. The 
authors gave 600 gamma of such concen- 
trated venoms as the lethal dosage for a 20- 
gram mouse, on subcutaneous injection, 
while Reinert” set the lethal dose at 80 
gamma on intravenous injection. 

Before the accumulation of such data, the 
properties of venoms had been determined 
on the strength of descriptive pharmaco- 
logic findings.” 


EFFECTS OF VENOM ADMINISTRATION 


Most authors agree with the findings of 
Essex and his co-workers that the peripheral 
paralyzing action of venoms is a main symp- 
tom. Given lethal doses, animals always die 
under ascending paralysis. 

The following effects of venom should 
be named: hemorrhagins, hemolysins, pre- 
cipitins, agglutinins, depending on the ef- 
fect they produce. 

Cobra venom contains neurotoxin in 
large amounts; the venom of the marine 
snakes enhydrina and distina is many times 
as toxic as cobra venom. Venoms like Cro- 
talin* consist, for the greater part, of hemo- 
toxic elements; there are also intermediary 
venoms, containing both neurotoxin and 
hemotoxin. Venoms may be considered as 
combining the two principles, neurotoxic 
and hemotoxic, one or the other being pre- 
ponderant according to the biology of the 
serpent. 

Snake venoms are intended rapidly to im- 
mobilize living animals. Venom must be dis- 
tributed throughout the body of the victim 


while yet alive. 


*Crotalin is the term introduced by Noguchi to designate the 
venom of the Crotalidae, the rattlesnakes. 





METHOD OF INJECTION 


The injection of venom is accomplished 
by a biting apparatus which could have 
served as a model for the development of 
the hypodermic needle. 

The venom apparatus consists of a gland 
duct and tooth, which may be grooved 
along the posterior border, as in the Co- 
lubridae, or caniculated like a hypodermic 
needle, as in the Viperidae. Among this lat- 
ter family are found the most venomous 
snakes in the New World. The head is 
broad, the glands are large, the fangs are 
long and hollow and can be replaced by 
posterior teeth moving up to the proper 
position. They are unfolded by articula- 
tion, and thrust forward when the mouth 
is open to strike. The Colubridae contain 
the largest number of venomous snakes, 
distributed over the greater part of the Old 
World, including the cobra and the marine 
snakes. Their poison teeth are not as per- 
fect as the hollow teeth of the Viperidae. 
Theirs are grooved, the venom running 
along this groove into the wound. To com- 
pensate for this obvious imperfection, na- 
ture has made their venom more lethal than 
that of any other snake. It acts on the cen- 
tral nerve system and will paralyze the res- 
piratory center. 


FEATURES OF A VARIETY OF VENOMS 


The great variety of venoms which have 
been studied by many investigators will not 
permit a detailed description of all of their 
findings. It will only be possible to present 
the most salient features. Let it be empha- 
sized that, as far as is known, the therapeu- 
tic action of venoms lies in two factors, the 
neurotoxic and the hemotoxic. 

In the family Crotalidae there are num- 
erous species and subspecies. It has been 
found that their venom varies in toxicity 
within limits of 1:50. One of the most 
alarming symptoms in the poisoning with 
Crotalin is the enormous edema and profuse 
extravasation of blood at the site of the 
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bite. Usually these local symptoms set in 
within 30 minutes and increase steadily in 
intensity and extent up to 24 hours. The 
bleeding from the wound often persists for 
a long time. In animals, especially of the 
warm-blooded type, extravasation of blood 
and swelling are equally grave. Cold-blood- 
ed animals seem to be less susceptible to the 
hemotoxic action. 

It was shown long ago that the hemor- 
rhagic principle of Crotalin is nondialyzable 
and is easily destroyed between 70-80° C., 
that is, it is precipitable, but not destroyed 
by precipitation. It is easily destroyed by 
weak acids, but not by weak alkalies. It is 
finaily destroyed in the alimentary canal by 
the action of gastric juices and pancreatin. 
This latter ferment is able to destroy the 
venom, but when the venom is present in 
excess, the latter is able to destroy the pan- 
creatin.”” 

The possibility of preserving venom in 
glycerin or in a dry state was demonstrated 
by Mitchell. The difficulties of preserving 
aqueous solutions of venom have been over- 
come now that it has been shown that the 
addition of an ammonium chloride com- 
pound will at least retard the deterioration 
of a solution for a long period.” 

Viper venom acts generally in the same 
way as Crotalin. Calmette in his immuniza- 
tion experiments employed various chemi- 
cal and physical reagents to overcome the 
annoying effect of the hemotoxin. Crotalin 
was found to be richest in hemorrhagin. 
Heated to 70-80° C. for 30 minutes, it loses 
the larger part of its toxicity. The resulting 
venom, free from hemorrhagin, will require 
ten to twenty times as much for a lethal 
dosage as does native venom; the death of 
the animal is then primarily caused by the 
heat-stable neurotoxin. 

Noguchi has demonstrated that venom 
added to brain tissue will lose its neurotoxic 
activity but that the hemorrhagic action 
will not be impaired. 

The antivenin of Calmette, which is cap- 








= wf es C& see est te as 





wt CD ett 


te Gens CS ee 


reo eS 








able of neutralizing the neurotoxic, hemo- 
lytic and agglutinating action of Crotalin, 
with the exclusion of the hemorrhagins, is 
effective only against the fatal results of 
certain neurotropic venoms. It is ineffective 
against the action of Crotalin.” 

On the other hand, antihemorrhagic an- 
tivenin has little or no protective action 
against the neurotropic venom. It is, how- 
ever, very effective against hemorrhagic 
venom. These findings show the difference 
in the action of cobra venom, on the one 
side, and of Crotalin on the other. 

The hemorrhagic principle of Crotalin, 
which is its main toxic constituent, has a 
specific affinity for the endothelium, exer- 
cising upon that membrane its most harm- 
ful effects, tearing the walls of the capil- 
laries and permitting the extravasation of 
the plasma and cells. A method of stand- 
ardizing Crotalin and other hemotoxic ven- 
oms was proposed recently; this method 
utilizes the vascular tree of the chick em- 
bryo, the venom being added to this.” 

Neurotoxin exercises a definite destruc- 
tive action upon the central nerve system. 
This agent is the death-dealing principle of 
the poisonous Colubridae and Hydrophi- 
dae, and is present in these venoms in large 
amounts. The venoms of the Viperidae con- 
tain it also, although in smaller amounts. 
The physical and chemical properties of 
neurotoxins show their remarkable stability. 
The fundamental difference in their reac- 
tion toward heat has been pointed out, neu- 
rotoxin being heat stable; hemotoxin ther- 
molabile. Neurotoxins are in contrast to 
bacterial toxins in that the latter are very 
sensitive to the action of light, heat, acid 
and alkali. It becomes clear that the toxic 
effects of venoms are anchored within the 
neurotoxin fraction. ° 

In recent studies it has been shown that 
snake venoms are related to the albumins; 
there exist, however, sufficient differences 
to justify distinguishing them.” 

The possibility that the venoms are 
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formed from the amino acids, like the poly- 
petides, seems very improbable. 

Any description of the action of venoms 
on the system must be made in the form of 
an hypothesis. The great variety of activi- 
ties of the neurotoxins points to the action 
of catalytic processes as the basis of the 
toxicity. The neurotoxins may be consid- 
ered as agents responsible for the processes 
in oxidation and reduction, possibly by in- 
teraction with other catalytic agents, which 
in their turn act as agents damaging the 
system. 

Neurotoxin is very active in its effect on 
the vasomotor and respiratory centers. In 
larger doses it is supposed to produce pa- 
ralysis of the sensory and the motor end 
plates. 

Neurotoxin may be used in certain doses 
for depressing the higher psychical centers 
and possibly may be of use in delirium, 
hallucinations and melancholia. It might be 
of value in apoplexy, meningitis and chorea. 
It is supposed to have protective powers 
against rabies and epilepsy.” Its ability to 
produce anesthesia has been put to practical 
use in stopping the severe pains of inoper- 
able carcinoma, by bringing about paralysis 
of the sensory nerve endings. 

The analgesic action of neurotoxin was 
first demonstrated by Calmette, Saenz, 
Taguet and Laignel-Lavastine. It became 
clear that the analgesic action of neurotoxin 
is much like that of morphin and other 
morphium derivatives. There is, however, 
considerable difference between the phar- 
macologic action of morphin and neuro- 
toxin. Morphin more rapidly induces nar- 
cosis, which lasts only a short time. Neuro- 
toxin requires a longer period to take effect. 
The resulting anesthesia, however, is of 
much longer duration. 


SUMMARY 


The pharmacology of snake venom is 
discussed, with special consideration of the 
therapeutic values of the neurotoxic and 
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hemotoxic principles of snake venom. An 
extensive bibliography is appended. The 
difficulties in preserving aqueous solutions 
have been overcome. The analgesic action 
of neurotoxin is much like that of mor- 
phin; it requires a longer period to take 
effect but it is of much longer duration. 
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RESUME 


Développements récents dans la pharmacog- 
nosie du venin de serpent 


La pharmacologie du venin de serpent est 
discutée. Les principes neurotoxiques et 
hémotoxiques sont étudiés du point de vue 
thérapeutique. On a surmonté les difficultés 
que présentait la conservation des solutions 
aqueuses de venin. L’action analgésique de 
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SURGEONS 


la neurotoxine ressemble beaucoup 4 celle 
de la morphine, elle se manifeste moins 
rapidement mais elle est plus durable. 


ZUSAMMENFASSUNG 


Neue Entwicklungen in der Pharma- 
kognosie von Schlangengiften 


Die Pharmakologie von Schlangengift 
wird besprochen mit besonderer Betonung 
der therapeutischen Werte der neurotoxi- 
schen und haemotoxischen Faktoren im 
Schlangengifte. Eine ausfiihrliche Biblio- 
graphie ist wiedergegeben. Die Schwierig- 
keit der Haltbarkeit von wasserigen Lés- 
ungen ist beseitigt. Die Schmerz-stillende 
Wirkung des Neurotoxin ist ahnlich dem 
von Morphium; Es wirkt langsamer; die 
Wirkung halt viel anger an. 


SUMARIO 


Desarrollos recientes de la farmacologia de 
el veneno de la culebra 


La farmacologia de el veneo de la culebra 
es discutida, con consideraciones especiales 
del valor terapéutico de los principios neu- 
rotoxicos y hemotoxicos de el veneno de la 
culebra. La dificultad de preservar las so- 
luciones acuosas han sido vencidas. La ac- 
cion analgésica de la neurotoxina es muy 
parecida a la de la morfina; este requier 
mucho mas tiempo para hacer efecto pero 
es de mucha mas duracién. 


RIASSUNTO 


Recenti sviluppi sulla farmacognosi 
dei veleni di serpe 


Si descrive la farmacologia del veleno di 
serpe con speciale considerazione dei valori 
terapeutici dei principii neurotossici e emo- 
tossici del veleno. Le difficolta per con- 
servare soluzioni acquee sono state superate. 
L’azione analgesica della neurotossina ¢é 
molto simile alla morfina; richiede un peri- 
odo piu lungo per fare effetto, ma é di piu 
lunga durata. 
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Venom in the Treatment of Arthritis, Arthralgia, 
Neuritis and Allied Affections 


PAUL BUTLER, MD. 


ORLANDO, FLORIDA 


HE snake has always been cf en- 

gaging interest to man. Whether 

this is from the knowledge that 
certain species are dangerous, or from the 
mystery of its locomotion, or from the evil 
traditions which have been handed down, 
based upon fear, ignorance and superstition, 
or from whatever cause, the fact remains 
that until very recent years no scientific 
study was ever made in an effort to differ- 
entiate the various poisons in regard to their 
effects upon the human body. 

From the earliest history of medicine, 
even from the days of empiricism, we find 
references to snakes as a symbol or ideal of 
the art of healing, as shown by the Roman 
caduceus, by the pictures of Aesculapius 
and Hygeia, and by numerous other in- 
stances in which a snake was generally as- 
sociated with the idea of healing. 

In modern times, Hahnemann and _ his 
followers used as a conspicuous part of their 
materia medica, venoms of the cobra, the 
lance-headed viper, the crotalus, the water 
moccasin, and copperhead, but the regular 
medical profession has not until recent years 
entered upon a serious study of these zo- 
otoxins. 


VENOM OF COBRA 


However, it has recently been proved 
that cobra venom has a higher analgesic ac- 
tion than morphine, and many have sup- 
posed that because of the high neurotoxic- 
ity of cobra venom it must therefore have 
a greater analgesic value than any other 
zootoxin. But this is not the case. It is well 
known that the venom of several snakes 
has greater toxicity than that of the cobra. 





At least two marine snakes, the enhydrina 
and the distina, have a venom much more 
toxic than that of the cobra. Moreover, re- 
cent findings show that the venom of the 
European sandadder' (Vipera ammodytes) 
is superior to cobra venom in analgesic ef- 
fect, although it is inferior to cobra venom 
in its toxicity. In short, modern findings 
suggest that it is justifiable to assume that 
the therapeutic effects of the zootoxins can- 
not be limited to the neurotoxic fraction of 
the venom or the toxicity connected there- 
with. 

Believing, therefore, that the analgesic ef- 
fect of snake venom and its value in thera- 
peutics cannot alone explain its curative éf- 
fects as shown by many experiments, and 
that the evidence indicates a deep effect up- 
on metabolic processes in the human body, 
I thought it plausible that experimentation 
with zootoxins containing a large percent- 
age of hemotoxic as well as neurotoxic prin- 
ciples might lead to more profound and 
lasting results. 


VENOM OF PIT VIPERS 


Attention has been drawn to the venom 
of the pit vipers, such as the rattlesnake, 
the water moccasin, and the copperhead. In 
passing on to other considerations, it might 
be pointed out that the venom of the cro- 
talus, sistrurus, moccasin, and copperhead 
softens the walls of the blood vessels, has 
a hemolytic effect upon the blood cells, and 
demonstrably affects metabolism. 

The venom increases the eosinophiles. In 
fact, Spangler applied the observed increase 
of eosinophiles as a guide to dosage and fre- 
quency of administration.’ After an injec- 
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tion of venom, the number of eosinophiles 
rises and subsequently drops. When the 
subsidence has reached 4 per cent, or a little 
less, above normal, the injection may be 
continued. If the dosage produces an eosi- 
nophilia of 8 to 10 per cent above normal 
within two or three days after injection, it 
is not increased. After each treatment, the 
organism is considered desensitized to some 
extent. 

The venom of the copperhead (Ancistro- 
don contortrix) has a somewhat larger pro- 
portion of the neurotoxic element than has 
the rattlesnake, and yet the venom is not 
quite so fatally toxic as that of the water 
moccasin and is only about one-fifth as 
deadly as that of the diamondback rattle- 
snake. 


PREPARATION AND USE 


Concentrated and purified solution of 
copperhead venom has been used in the ex- 
periments mentioned. The venom is ob- 
tained from freshly captured snakes, which 
are released after the recovery of the ven- 
om. Venom from snakes long in captivity 
is of inferior quality. The changed condi- 
tions under which the reptile is forced to 
live profoundly affect the venom, as the 
reptile never continues in his normal health 
and vigor, and so consequently cannot pro- 
duce his best-quality venom. 

The venom, after recovery, is immediate- 
ly dried by means of high vacuum under 
carbon dioxide snow freezing. Venom left 
standing at ordinary temperatures is rapidly 
decomposed by oxidation, and changes from 
an odorless fluid of high viscosity to a fluid 
of low viscosity and foul odor. Hence, care 
in its preparation is necessary. 

The venom is next diluted to a suitable 
therapeutic strength and put up in sterile, 
rubber-stoppered vials. The contents of a 
vial labelled “N” are used to test a patient’s 
susceptibility. ““N” should cause some local 
reaction, but not of a severe nature. 

The vial labelled “A” is the first-treat- 
ment strength, and should be followed by 
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quite a marked, but by no means painful, 
reaction and will produce early ecchymosis 
lasting many days. The vial labelled “B” is 
the second-treatment strength and shows still 
greater hemolysis and ecchymosis. Vial la- 
belled “C”, the third-treatment strength, is, 
of course, still much more active, and is the 
highest strength generally used. 

The Venomin* is always given intrader- 
mally—never hypodermically, intramuscu- 
larly, or intravenously—as it is essential that 
it should be absorbed into the vascular sys- 
tem as slowly as possible. 

A tuberculin syringe is excellent for ad- 
ministering the Venomin, because with it 
the dosage may be accurately measured. 
Ordinarily about 1/20 cc. should be given. 
The needle should be of about 25 gauge, 
as stiff as possible, and should be used to 
split the skin and raise a small wheal. 

Considering the striking effect of Ven- 
omin in cases of herpes zoster, and knowing 
the now proven relationship of zona to 
chickenpox, the author would be inclined 
to try tentatively about 4 intradermal in- 
jections of Venomin in early chickenpox 
cases, giving the injections just at each side 
of the spine over the location of the bra- 
chial and lumbar plexus of nerves. It might 
also be a good suggestion to use Venomin 
in recurring herpes of any part of the body. 

In investigating Venomin, the author 
tried to seek for truth. Neither a cure-all 
nor the limbering up of ossified joints was 
expected, but ample material benefit from 
Venomin use has been found in fully go 
per cent of cases, symptomatic cures in at 
least 85 per cent and demonstrable cures in 
66 per cent of all cases. With the limited 
space at the author’s disposal, it is impossible 
to go into further detail. Consequently, 
only cases typical of those encountered in 
office practice have been selected. 

SUMMARY 

Marked improvement occurred in go per 

cent and symptomatic cures.in at least 85 


per cent of the cases treated by Venomin. 
*Venomin, Venice, Florida 
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VENOM IN THE TREATMENT OF ARTHRITIS, ARTHRALGIA, NEURITIS 


Demonstrable Cures by Use cf Venomin 


History AND Previous 
TREATMENT 


Pain and lameness in both arms, 
shoulders, knees. No luetic his- 
tory. Wassermann negative. Pre- 
vious treatment with colloidal sul- 
phur (intravenous), iodides and 
salicylates. 


Pain, lameness, stiffness in neck, 
shoulders and knees for 9 years. 
Wassermann negative; no leutie 
history. No relief from previous 
treatment with iodides, HF vie pron 
or colloidal sulphur. 


Age 50. Severe pain in left arm 
and shoulder. Inability to raise 
arm. Pain in other parts of body. 
Pain had been getting worse for 
several weeks, 


History of extensive burns on 
back of both legs, thighs, but- 
tocks, lumbar region. Complained 
of pain in left side with consider- 
able swelling from ribs down to 
pelvis. 


Pain and stiffness in neck for 10 
years. No luetic history. Wasser- 
mann negative. Treated at well- 
known clinics all over the coun- 
try. No benefit from salicylates, 
iodides, colloidal sulphur, serums 
and bacterin treatments, or short- 
wave diathermy. 


Unable to work for 8 months be- 
cause of neuritis in arms, shoul- 
ders, hands, Could not raise arms 
from side. Could not grasp any- 
thing. Swelling and stiffness of 
fingers. Lameness in knees. No 
benefit from previous treatments. 


Age 60. Brought to office with 
great difficulty. Hands, arms, legs 
very lame and painful. Small joints 
badly crippled. Severe pain in left 
gluteal region, entire length of 
sciatic nerve and branches. 


Injury from shotgun wound of 
many years standing, Suffered 
from pain in nerves of left arm. 


Pain in both arms and hands. 
Troubled for months. 


Physician’s wife. Sharp attack of 
mastoiditis left her with severe 
pain and faulty hearing. 


Pains in back and side. Neuralgic 
type. Troubled for several months. 


Hard drinker; man of leisure. 
Positive Wassermann. Old leutic 
history. Suffering from multiple 
neuritis. Despondent with suicidal 
tendencies. Treated with colloidal 
sulphur with little relief. Given 
a choice between drink or neuri- 
tis, he abstained for several months, 
during which time he improved 
rapidly. Returned few weeks ago 
with neuritis in left sciatic nerve. 


VENOMIN TREATMENT 


Venomin injected intradermally 
for 6 weeks. 

Given three intradermal injec- 
tions. 

Given intradermal injection of 
Venomin “A” in shoulder and 


arm. Four doses in biweekly in- 
jections, 


Administered Venomin intrader- 
mally in left side in four weekly 
treatments, 


Intradermal injection of Ven- 
omin given for 8 months at in- 
tervals of a week or 10 days. 


Intradermal injection of Ven- 
omin given over each shoulder. 
Venomin further administered at 
intervals of one week to 10 days. 


Intradermal injection of Venomin 
“A” given in both shoulders and 
left thigh. Venomin “B” admin- 
istered second week; then Ven- 
omin “C,” Three intradermal in- 
jections of Venomin “C” given 
in gluteal region down over sciat- 
ic nerve trunk to knee. Nine 
treatments in weekly intervals. 


Gave patient a few intradermal 
injections of Venomin “A”, “B’”’ 
ana “SS” 


Three intradermal injections of 


Venomin given. 


Four intradermal injections of 
Venomin given in back of neck. 


One intagers. ~ injection of Ven- 
omin “A” 


intradermal injection 
in sciatic nerve 


Given one 
of Venomin “A” 
region. 


Resut_t 


Very much improved, but not en- 
tirely cured when had to leave 
for North. 


Great relief from pain obtained 
after injection, Patient steadily 
improving until left for home in 
North. 


Almost complete relief in an hour. 
Little trouble after second treat- 
ment. No return of trouble since 
third dose. 


Improvement marked from start. 
Little trouble since. 


Almost immediate relief. Very 
little trouble now. Continues to 
improve. Declares it is the only 
relief he has ever had. 


Almost immediate improvement. 
Patient has been working at his 
trade as carpenter since third 
treatment, Now able to raise arms 
ere :e open and shut fin- 
gers. as gained 20 pounds. 


In one week, patient was able to 
raise her arms, close her fingers. 
After 5 or 6 treatments she stated 
she felt pain only in the left 
gluteal region. Three intradermal 
injections of Venomin “‘C” in that 
region gave prompt relief. Patient 
considers herself cured, ceased 
taking more treatments. 


Relief obtained. No further. trou- 
ble to present time. 


Prompt relief. No further trou- 
ble. Patient disturbed by ecchym- 
osis. 


Rapid improvement. Removal of 
tenderness and clearing up of 
hearing, which is now normal, 


Patient is cured. 


Neuritis in left sciatic nerve 
promptly disappeared upon injec- 
tion. 
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Patient says she has never had 
such prompt relief before. 





Suffering from arthritis of acute Given intradermal injection of 
type, involving hands, arms, left Venomin “A,” 

knee. No relief from salicylates 

or iodides. 


13. “Mrs. D”’ 













is ed Anemic. Wassermann negative. Gave two injections of Venomin. Lumbago stopped immediately. 
Pain in left lumbar region, mus- 
cular nature. Gave Lextron (Lilly), 

which relieved the anemia but did 

not benefit lumbar pain. 






















Pain and rigidity in shoulders Gave Venomin “A” high up in Marked relief obtained from first 
and back of neck for many years. back of neck and shoulders; fol- injection. Benefit still continues. 
Partial relief obtained from as- lowed this by injections ““B” an 
pirin. “C”’; treatment continued at week- 
ly intervals. 





















16; "a" Teacher. Returned from vacation Twenty-three days after pain Five days after first injection, 
with nerve pains in both legs be- started, intradermal injections pain in legs gone. No further 
low knees. were given. treatment necessary. 








Wrist so much improved after 







17, "HF" 80 years old. Suffered from lum- Intradermal injection of Veno- 
bar pains for many years, mus- min ‘‘A” and later, on the same first and second injections that 
cular. Pain in wrist ton an old day, Venomin ‘“‘B”’ were given in patient asked for same treatment 
fracture received 17 years previ- the arm near the shoulder on the of lumbar region. Wrist now gives 
ous. Wrist frequently lame and side of injured wrist. Two intra- no trouble, and back improving 
painful. dermal injections of Venomin daily. 





“C” (1/20 cc.) given on each side 
of spine, about 3 inches laterally, 
thereto, in lumbar region. 

















y 18. “Ww” Age 50. Suffering from rheuma- Given Venomin “C”; treatment Injection produced swelling and 
y toid arthritis of shoulders, neck, continued at intervals of 3 days ecchymosis with considerable re- 
elbows, and wrists. Treated in for 10 weeks, at which time swell- lief of pain. Swelling gone; joints 

free and flexible; improving rap- 





northern hospital for many ing disappeared. 
weeks with colloidal sulphur, in- 
travenously, iodides, sodium sali- 
cylates, with no benefit. Pain re- 
turned with increased violence 
after leaving off salicylates. Wrists 
swollen to twice normal size, and 
pain agonizing. 





idly. Outlook hopeful and confi- 
dent. 















Prompt relief obtained. 





19, “Mrs. E.A.H.” Old wrist injury of several years’ Tight bandaging of wrist with 
standing. Pain and _ tenderness two doses of Venomin given 10 
localized between cuneiform and days apart. 
pisiform bones; probably a carpal 
dislocation with early laceration 
of ligaments binding these bones 

together. 















20; “ZC.” Age 26. Herpes zoster involving Venomin “C” given intrader- 3 days after injection, cutaneous 
upper 3 lumbar nerves. Eruption mally over upper lumbar nerve eruption had entirely disappeared, 
entirely in vesicular stage. Grey branches. and young man declared there 
ganglion on root of sensitive por- was no pain or soreness, 
tion of nerve seemed peat tl 












2 intradermal injections of Veno- 2 days after first 2 injections of 
case of shingles, partly in vesi- min administered; 3 more injec- Venomin, vesicles disappeared, and 
cular, partly in pustular stage, tions made 2 days later. pustules had become scabbed. All 
with few scales. 3 upper dorsal irritation subsided and older scabs 
nerves involved. dropped off. 5 days later patient 

entirely healed. 





Oia. Popd 60 years of age. Well-developed 
















Hcg OR Aad Old shoulder injury sustained in Gave Venomin twice a week, in- All pain gone; gaining use of 
a fall over a year ago. Patient tradermally. Exercised arm. To arm. Feels that only time is need- 
suffered pain and stiffness of left date, 3 months’ treatment. Veno- ed for full recovery. 






shoulder; lost ability to lift arm min continued. 
away from side. 












23. “GWL” Age 78. Pain and tenderness in Had 3 administrations of Veno- Much improved, but feels that 
right knee. min at 4 days’ interval. he will get well, and so probably 
will not continue long enough to 







insure cure. 








24, “FF.” Age 68. Walked with great dif- Gave Venomin injections in both Pain practically gone, and patient 
pomy. Pain in thighs and knees thighs and knees, and repeated is now back at work again. 
had been increasing for months. treatment at 3-day intervals. 



















Less pain already. Has_renewed 
interest in life with a will to re 
cover. 





25. “HFD” Long treatment in northern hos- Gave 3 Venomin injections intra- 
pitals with colloidal sulphur sali- dermally. 

cylates, iodides, Pronounced in- 

curable. 
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The Venomin from freshly captured snakes 
is immediately dried by means of high vac- 
uum under carbon dioxide snow freezing, 
and then diluted to three strengths, “A, N 
and C.” Twenty-five cases, two of whick 
included herpes zoster, are herein reported. 
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RESUME 


Le venin de serpent dans le traitement de 
Parthrite, de larthralgie, de la névrite et 
des affections apparentées 


Dans 90% des cas on obtient par |’em- 
ploi de venomine un soulagement, dans 
85% des une guérison symptomatique. Le 
venin de serpent récemment attrapés est 


séché par une haut vacuum sous congéla-- 


tion par dioxide de carbone et dilué dans 
trois concentrations, “A, N et C.” Vingt- 


cing cas, dont deux de zona, sont rapportes. 


ZUSAMMENFASSUNG 


Schlangengift in der Behandlung von Artri- 
tis, Arthralgie, Neuritis und Abnli- 
chen Zustanden 


Wesentliche Besserung trat in 90% und 
Heilung der Symptome in wenigstens 85% 
der mit Venomin behandelten Fille ein. 
Das schlangengift (Venomin), das von 


frisch gefangenen Schlangen entnommen 
ist, wird mittels hohem Vakuum unter 
Kohlensadureschnee eingetrocknet und so- 
dann in drei Starken dargestellt: A. N, und 
C. 25 Falle darunter zwei mit Giirtelrose, 
werden wiedergegeben. 


SUMARIO 


Veneno en el Tratamiento de Artritis, 
Artralgia, Neuritis y Afecciones Aliadas 


Mejoramiento marcado ocurrido en 90% 
y curas sintomaticas al menos en 85% en 
los casos tratados por Venomina. La ven- 
omina fresca de culebras capturadas, es 
imediatemente secada por medio de procedi- 
miento al vacio bajo el congelamiento por 
anhidrido carbonico, y despues diluido en 
tres concentraciones, “A, N y C.” Veinte y 
cinco casos, dos de los cuelas incluye herpes 
zoster, son reportados aqui. 


RIASSUNTO 


I] veleno nella Cura della Artrite, Artralgia, 
Neurite, e Affezioni Simili 


Grande miglioramento si verifico nel 90% 
e cura sintomatica nel 85°% dei casi curati 
con il Venomin. II veleno di serpi di recente 
cattura, viene asciugato immediatamente nel 
vacuo con gelamento di COz, e poi diluito 
in tre diluzioni, “A”, “N”, e “C”. 25 casi, 
due dei quali includono herpes zoster, ven- 
gono qui descritti. 
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Preliminary Observations on the Use of Snake 
Venomine in the Treatment of Spastic Paralysis 


THOMAS WHEELDON, M.D. 


RICHMOND, VIRGINIA 


T gives me great pleasure to have the 

opportunity to make this preliminary 

report because it has been through the 
stimulation and generosity of our host and 
President, Dr. Fred Albee, and his associate, 
Dr. Eugene Maier, that the work on which 
I am reporting has been made possible. 

One year ago it was my good fortune to 
be the guest of these two men at a clinical 
conference here at the Florida Medical 
Center and during that time to learn more 
of the physiological action of snake veno- 
mine. At the start, therefore, I wish to ex- 
press my appreciation to them and formally 
to acknowledge their help. 

The report which I make today is to be 
considered strictly in the form of a prelimi- 
nary one, as we have been working upon 
the problem for a little less than a year, and 
our impressions may have to be revised con- 
siderably. However, we are now optimistic 
that the use of neurotoxic snake venomine 
may have a place in the treatment of birth 


palsy. 
CLASSIFICATION 


In order to insure uniformity of thought, 
I wish to review the work of Dr. Winthro 
M. Phelps of Baltimore. Dr. Phelps lifts the 
classification of dyskinesia from a neurolo- 
gical basis and places it upon a functional 
one, which brings the condition into the 
realm of the orthopedic surgeon. Dr. Phelps’ 
orthopedic classification considers the dis- 
turbances under five main headings: 
1. Spasticity. 
2. Athetosis. 
3. Synkinesia, or overflow. 


4. Ataxia, or muscular incoordination. 

5. Tremors. 

While any given case may show a pre- 
dominance of one of these conditions, it is 
very likely that there may be present two 
or more of the conditions in the same case. 

1. Spasticity. This is to be defined as that 
condition which results from the hyper- 
irritability of a muscle to any stimulus. ‘This 
may result from percussion of the muscle 
itself, from outside stimuli or from the stim- 
uli received from the contraction of an- 
tagonistic groups. 

2. Athetosis. This classification should be 
limited very definitely to that group of 
cases which show an involuntary, more or 
less constant contraction of successive mus- 
cles without regard to function in antag- 
onistic or reciprocal groups. 

3. Synkinesia, or Overflow. This group 
comprises that condition of involuntary mo- 
tion which results from voluntary attempt 
at motion, although that voluntary attempt 
may be, and probably is, in some other part 
of the body. It is to be regarded as an 
exaggeration of a condition normally found 
in all persons to a greater or lesser extent. 

4. Ataxia, or Incoordination. Under this 
term are to be included those apparently 
purposeless acts which result from loss of 
muscle sense, loss of equilibrium and con- 
fusion of directional ability from various 
other stimuli. 

5. Tremors. Under this heading may fall 
either fine or coarse manifestations of mus- 
cle contraction, which may be further di- 
vided into intentional and nonintentional. 
These are not to be confused with the 
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grosser manifestations of incoordination. 


TREATMENT 


Dr. Phelps classifies the treatment of these 
cases as follows: 

1. Relaxation, or primary treatment. 

2. Treatment of the neck and trunk. 

3. Reciprocal motion—the treatment of 
the extremities. 

4. Advanced treatment. 

We shall not consider in this paper the 
matter of support nor of operative inter- 
vention, but shall confine ourselves to the 
matter of relaxation, or primary treatment. 

In the present investigation are included 
11 cases with athetosis, 7 cases with synkin- 
esia and 7 cases with ataxia. The age range 
is between 3 and 22 years. Three patients 
were classified as having almost pure athe- 
tosis, 8 as having athetosis, synkinesia and 
ataxia. None of the cases could be classified 
mainly under the heading of synkinesia or 
ataxia. In addition to the conditions named 
above, all the patients considered had spas- 
ticity. 

From a physiological point of view, it 
was not thought that the use of the neu- 
rotoxic venomine would have much value 
in the treatment of those cases falling pure- 
ly under the heading of spasticity. Early 
in the investigation a few cases were con- 
sidered, but as the results were uniformly 
without benefit, this was soon discontinued. 

The administration of the venomine has 
been standard as intradermal, with the fol- 
lowing dosage: 


ee N 0.05 cc. 
eee A 0.05 cc 
Serres Ao. cc 
a A 0.15 cc 
Ee eee hoe ce 
Oe B 0.05 cc. 
pevetith dose............. Boa ce. 
Fighth dose............. B 0.15 cc. 
rere Boe oc 
ee C 0.05 cc. 
Eleventh dose............ C o.1 
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Tee Gees i 4 ek C 0.15 cc 
Thirteenth dose.......... C o.2 ce 
Fourteenth dose........ VF 0.05 ce. 
Fifteenth dose.......... VF o.1 =e. 
Sixteenth dose.......... VF 0.15 cc. 
Seventeenth dose........ VF 0.2 ce. 


After the maximum dose of 0.2 cc. of 
venomine forte had been reached, the dose 
was maintained at that amount. No case 
herein reported has had less than a full series 
up to the maximum dose and, for a greater 
part, this maximum has been continued for 
two to six months. 

There were no untoward local nor sys- 
temic reactions, although in one case it was 
felt that the child, who had had convulsions, 
may have had the convulsions a little more 
frequently, although this increase was not 
marked. No parent showed any inclina- 
tion to stop the treatment because of dis- 
satisfaction with the results, and in one pa- 
tient improvement was so marked that the 
parent, upon receiving a promotion which 
necessitated his moving to another state, ac- 
cepted the promotion only on the under- 
standing that he might withdraw the ac- 
ceptance if the administration of the veno- 
mine could not be arranged in his new loca- 
tion. 

It is to be regretted that motion pictures 
were not taken of this series of cases, as we 
agree with Dr. Phelps that only in this way 
can the improvement be graphically demon- 
strated to others. Muscle examinations in 
these cases are not very satisfactory. 


RESULTS 
In this series of cases, we feel that athe- 
tosis, synkinesia and ataxia have been im- 
proved. No case has failed to show im- 
provement, and in some instances the con- 
ditions have been reduced almost purely to 
those of spasticity. 
Case 1. Age: 17 years. Classification: 
Athetosis. Reduced to one of almost pure 
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Case 2. Age: 8 years. Classification: Athe- 
tosis. Improved. 

Case 3. Age: 12 years. Classification: 
Athetosis, synkinesia and ataxia. Athetosis 
and synkinesia improved. Ataxia unim- 
proved. 

Case 4. Age: 9 years. Classification: Athe- 
tosis. Reduced to almost pure spasticity. 

Case 5. Age 5 years. Classification: Athe- 
tosis, synkinesia and ataxia. All classifica- 
tions improved. 

Case 6. Age: 12 years Classification: 
Athetosis, synkinesia and ataxia. Athetosis 
and synkinesia improved. 

Case 7. Age: 6 years. Classification: 
Athetosis, synkinesia and ataxia. All three 
classifications improved. (This is the case 
in which the father hesitated to leave this 
community because he feared it might not 
be possible to get the treatment continued. ) 
This case has been reduced to an almost 
purely spastic one. 

Case 8. Age: 8 years. Classification: 
Athetosis, synkinesia and ataxia. Condition 
reduced to an almost purely spastic one. 

Case g. Age: 20 years. Classification: 
Athetosis, synkinesia and ataxia. All classi- 
fications improved. ; 

Case 10. Age: 22 years. Classification: 
Athetosis, synkinesia and ataxia. Athetosis 
definitely improved. Synkinesia improved. 
Ataxia about the same. 

Case 11. Age: 3 years. Classification: 
Athetosis. Condition reduced practically to 
pure spasticity. 

From the foregoing it will be seen that in 
our experience it has been the conditions 
of athetosis, synkinesia and ataxia which 
have been improved. We have not had any 
cases in which we felt tremor played a great 
part. 

CONCLUSIONS 

We agree with the idea of Dr. Phelps 

that the primary treatment of all spas- 


tic conditions should be relaxation. It has 
been our experience that those cases falling 





in the category of spasticity could be re- 
laxed more thoroughly when not compli- 
cated by athetosis, synkinesia and ataxia. 
If, therefore, our future investigations 
should confirm our preliminary experience 
that athetosis, synkinesia and ataxia are re- 
duced by the use of neurotoxic snake ven- 
omine, then the problem of the treatment 
of those suffering with birth palsy should 
be very much simplified. In addition to this, 
the use of neurotoxic snake venomine 
should serve as a means of better evaluation 
of the case. 

It has been difficult for us to determine 
properly what we should do with a condi- 
tion complicated by athetosis, synkinesia 
and ataxia, especially in those cases in which 
there was a question of mental involvement. 
Where the mentality is high enough we 
have been optimistic about the handling of 
spastic cases. We also feel that treatment 
has often been discarded because it was 
believed the patient was not of a high 
enough mentality to carry on, when that 
impression was actually due rather to the 
contortions resulting from athetosis, synkin- 
esia and ataxia. 


SUMMARY 


1. The importance of understanding the 
orthopedic classification of cerebral birth 
injuries is emphasized. 

2. A series of cases treated with neuro- 
toxic snake venomine is discussed. 

3. It is felt that the use of neurotoxic 
snake venomine does not affect pure spas- 
ticity. 

4. Athetosis, synkinesia and ataxia appear 
to respond to treatment with neurotoxic 
snake venomine. 

5. It is felt that the value of neurotoxic 
snake venomine lies in the fact that primary 
treatment by relaxation is accelerated by 
the elimination of athetosis, synkinesia and 
ataxia, and that the mentality of patients 
can be more definitely evaluated by the re- 
moval of these confusing conditions. 
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RESUME 

Observations préliminaires sur Pemploi du 

venin de serpent dans le traitement de 

la paralysie spastique 

Wheeldon rapporte les resultats obtenus 
par l’emploi de venin neurotoxique de ser- 
pent dans vingt-cing cas de dyskinasie (11 
avec athétose, 7 de synkinésie et 5 avec ataxie; 
la spasticite etait presente dans tous les cas). 
Le rapport est préliminaire vu que les 
malades ne sont sous observation que depuis 
moins d’un an. Les conclusions tentatives 
sont que l’athétose, la synkinésie et l’ataxie 
paraissent répondre a ce traitement mais 
que la spasticité pure n’est nullement in- 
fluencée par ce venin; la valeur de la veno- 
mine repose sur la constatation que le traite- 


‘ment par relachement accélére 1’élimina- 


tion de l’athétose, de la synkinésie et de 
lataxie et que |’évaluation de la mentalité 
du malade est facilitée par la suppression 
de ces entités confondantes. 


ZUSAMMENFASSUNG 
V orliufige Beobachtungen iiber die 
Anwendung von Schlangengift fiir 
die Behandlung der spastischen 
Paralyse 


Der Autor berichtet iiber die Resultate 
von Neurotoxischem Schlangengift in 25 
Fallen von Dyskinesie (12 mit Athetose, 
7 mit Synkinesien, 5 mit Ataxie und spas- 
tischen Erscheinungen in allen). Der Ber- 
icht ist nicht von finalem Wert, weil die 
Fille nur fiir etwas weniger als ein Jahr 
unter Beobachtung sind. Folgende vor- 
liufige Schliisse wurden gezogen: Athetose, 
Synkinesie und Ataxie scheinen durch die 
Behandlung gebessert zu werden, wahrend 
rein spastische Erscheinungen nicht gebes- 
sert werden. Der Wert des Schlangengiftes 
scheint darin zu liegen, dass die primare 
Erschlaffungsbehandlung durch Ausschal- 
tung der Athetose, Synkinesien und Ataxie 
beschleunigt wird und dass der Geisteszus- 
tand der Patienten nach Entfernung dieser 


USE OF SNAKE VENOMINE IN THE TREATMENT OF SPASTIC PARALYSIS 





365 


verwirrenden Symptome besser bewertet 
werden kann. 


SUMARIO 

Observaciones preliminares en el uso de 

veneno de la culebra en el tratamiento 
de la paralisis espastica 


Los resultados obtenidos en el trata- 
miento con venenos de culebras de accién 
neurotoxica en 25 casos de disquinasia (11 
con atetosis, 7 con sinquinasia y 5 con ataxia, 
espasticidad estaba presente en todos los 
casos) son presentados. El reporte es de 
caracter preliminar porque los casos han 
sido observado poco menos de un afio. Con- 
cluciones tentativas son de que atetosis, sin- 
quinasia y ataxia paresen responder al trata- 
miento pero que espasticity pura no es 
afectada por este; que el valor del uso del 
veneno descansa en la prueba que el trata- 
miento primario por relajamiento es acele- 
rado por la eliminaci6n de atetosis, sinquin- 
asia y ataxia; y que la mentalidad de los en- 
fermos puede ser evaluado mas facilmente 
despues de eliminar estas entidades con- 
fusas. 


RIASSUNTO 
Osservazioni preliminari sul’uso del veleno 
di serpi nella cura della paralisi spastica 


Si presentano i risultati ottenuti nella cura 
di 25 casi di dischinesia (11 con atetosi, 7 
con sinchinesia e 5 con atassia, tutti con spa- 
sticita) con il veleno neurotossico di serpe. 
Il rapporto é preliminare in quanto che 1 
casi sono sotto osservazione per meno di 
un anno. Conclusioni tentative sono che 
’atetosi, la sinchinesia e |’atassia sembrano 
rispondere a questa forma di trattamento, 
ma che la spasticita pura non viene corretta; 
che il valore dell’uso del veleno sta nel fatto 
che il trattamento primario con il rilascia- 
mento é accelerato con _ l’eliminazione 
dell’atetosi, sinchinesia ed atassia; e che la 
mentalita dell’ammalato puo pit facilmente 
essere valorizzata dopo che queste entita, 
che recano confusione, siano state rimosse. 
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Snakes and Snake Venom 





TEXAS JIM MITCHELL, HERPETOLOGIST 


SARASOTA, FLORIDA 


N opening this discussion of snakes and 
the procurement of their venom for 
medicinal purposes, I wish to correct a 

misunderstanding. Frequently I am_ ad- 
dressed as “Doctor Mitchell.” I am not a 
doctor, and to assume that title would be 
to sail under false colors. I do not hesitate, 
however, to declare that I am thoroughly 
familiar with the subject upon which I pro- 
pose to speak and that I am entitled to the 
title of herpetologist. I have spent the great- 
er part of my life in close association with 
and in the study of the reptiles of the United 
States. In youth I did this as a hobby, in 
later years as a means of livelihood. For 
years my business has been the furnishing 
of living reptiles to zoos and menageries 
throughout the country and, more recently, 
the supplying of snake venom for medicinal 
purposes to hospitals and drug manufac- 
turers; besides this, I manufacture numer- 
ous articles from the beautiful snake and 
alligator hides. In such a business, many 
reptiles must be kept on hand at all times. 
Out of this need for a habitat for the snakes 
grew the Sarasota Reptile Farm at Sarasota, 
Florida, which has attracted visitors from 
all parts of the United States and Europe, 
curious to see the snakes and to study their 
characteristics. 

From the beginning, I was astonished at 
the amount of misinformation and the utter 
lack of knowledge regarding snakes preva- 
lent among visitors to the Reptile Farm. To 
supply this deficiency frequent lectures are 
given by myself and my assistant; in this 
way the Farm has assumed an educational 
character that has made it of great value to 
the public. 

The snake has occupied a prominent 





place in the world in all ages. The story of 
Adam and Eve, in which the snake figures 
so importantly, is a classic. When the Lord, 
in castigating the snake, condemned it to 
crawl forever on its belly, the dislike for 
the snake and kindred reptiles, which has 
continued through the ages, was established. 
It is a fact, however, that dislike and fear 
of the snake are not instinctive. Children, 
especially very young ones, are not afraid 
of snakes and handle them without the 
slightest sign of repulsion. It is only after 
they have been cautioned by horrified par- 
ents not to touch the reptiles that fear de- 
velops in their infantile minds. That this 
repugnance to snakes and the recognition 
of their deadly character was shared by the 
fathers of our country is demonstrated by 
the Revolutionary flag, with its coiled rat- 
tler and its legend, “Don’t Tread on Me.” 
Curiously, in that early flag, with its thir- 
teen stars, the snake was shown with thir- 
teen rattles. If we delve into ancient history, 
we are astonished to discover the extent to 
which the snake was used in the religious 
ceremonies of the early Egyptians and oth- 
er nations. Furthermore, the Bible does not 
furnish any more dramatic and absorbing 
story than that of the Children of Israel and 
the golden serpent which Moses used in cur- 
ing the suffering people from the effects of 
the reptilian poison. Had Cleopatra plunged 
a knife into her heart, her story would have 
lacked the dramatic and tragic interest sup- 
plied by the asp which stung her to death. 
Aesculapius, whom you physicians and 
surgeons rightly venerate for his medical 
knowledge, was the leader of a cult which 
adopted the serpent as its symbol. 
In these modern times, the layman knows 

















so little about the snake that the instinctive 
impulse is to kill it, without considering 
whether it is a harmless or a venomous spe- 
cies and whether or not it occupies a place 
of value in the creation. As a matter of fact, 
many snakes are of great value to vegetation; 
many others rid the country of destructive 
vermin. The king and the black snake are 
more effective as ratcatchers and mousers 
than is the average cat, and in battling with 
rattlers and other poisonous snakes, which 
constitute their natural enemies, they are 
nearly always victorious. 

As nearly as I have been able to learn 
there are 2,400 species of snakes in the 
world, and of these about 500 are veno- 
mous. In the United States, and particularly 
in the state of Florida, we have only 4 spe- 
cies of snakes that are known to be veno- 
mous and deadly. These are the diamond- 
back rattler, the cotton-mouth moccasin, 
the copperhead and the small but terribly 
deadly coral snake, which is much less num- 
erous than formerly and which, owing to 
the incessant warfare upon it, is threatened 
with extinction. The diamond-back rattle- 
snake, the largest of the rattler family, in- 
jects approximately 240 mg. of virus, suf- 
ficient to kill from five to six persons at 
one time. The cotton-mouth moccasin can 
inject 160 mg. of poisonous virus, capable 
of killing from three to four persons; the 
copperhead, injecting about 40 mg. of 
virus, can kill one to two persons at one 
time; and while the coral snake, the most 
beautiful of our American reptiles, is cap- 
able of injecting only about 20 mg. of 
virus, that virus is among the most deadly 
known to science and it is practically im- 
possible to save the life of a person bitten 
by this venomous snake. In the case of the 
rattler and the cotton-mouth and copper- 
head moccasins the attack causes hematoxic 
congestion and stops the flow of the blood. 
The bite of the coral snake paralyzes the 
nerve centers, affecting the victim to such 
a degree that generally within seven min- 
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utes he is beyond medical aid. 

The use of snake venom in various ail- 
ments is, as you know, in its infancy. Here 
in Venice, Dr. Maier has been largely re- 
sponsible for the study and utilization of 
snake venom in certain forms of disease. 
How to secure this venom was for a long 
time a problem, owing to the great danger 
of handling venomous snakes. Mrs. Mitchell 
and I solved it by intensive study and by 
courting the danger of reptilian attack. 

Interest in snake serum has grown stead- 
ily and. I constantly receive letters from 
eminent physicians, asking for information 
as to my method of securing the virus and 
how it can be effectively utilized. The lat- 
ter is not within my province. My part in 
this comparatively new treatment is the 
practical one of securing the virus and mak- 
ing it available. It is unnecessary for me to 
indulge in too many details as to how we 
“milk” our venomous snakes. I will simply 
say that the snake is grasped behind the 
head and the fingers so manipulated that the 
snake is induced to release its poison through 
its fangs; this is caught in a small receptacle 
and stored away until ready to be utilized. 

The time may come when it will be dif- 
ficult to secure the snakes now utilized for 
their virus. It will then be necessary to in- 
cubate and raise these snakes. At the present 
time this is unnecessary, as much of the 
United States is still overrun with poison- 
ous reptiles. 


SUMMARY 


Fear of snakes is due to education and 
not to instinct. Many snakes are of great 
value to vegetation; many others rid the 
country of destructive vermin. In the 
United States only four species are known 
to be deadly—the diamond-back rattler, the 
cotton-mouth moccasin, the copperhead 
and the coral snake. Venom is obtained by 
grasping the snake behind the head and 
manipulating the fingers to induce the snake 
to release its poison through its fangs. 














RESUME 
Les serpents et leur venin 


La crainte que nous avons des serpents 
est due a l’education et non a I’instinct. 
Beaucoup de serpents sont utiles a la vegé- 
tation, d’autres nous débarrassent de ver- 
mines destructives. Aux Etats-Unis quatre 
espéces donnent des piquees fatales. Le venin 
est obtenu en saisissant le serpent en ar- 
riére de la téte et en manipulant les doigts 
de fagon a ce que le serpent projette son 
venin. 

ZUSAMMENFASSUNG) * 
Schlangen und Schlangengift 

Die Angst vor Schlangen is eine Folge 
der Erziehung und nicht des Naturtriebes. 
Viele Schlangen sind sehr wertvoll fiir das 
Naturleben; manche andere reinigen das 
Land von verderblichen Ungeziefer. In den 
Vereinigten Staaten sind nur vier Arten 
tétlich: die Raupenklapperschlange, die 
Mokkasinschlange, der Kupferkopf und die 
Korallenschlange. Das Gift wird gewonnen 
dadurch, dass man die Schlange hinten am 
Kopfe fasst und die Finger derart bewegt, 
dass Die Schlange gezwungen wird, das 
Gift durch die Fangzahne zu entleeren. 
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SUMARIO 
Culebras y venenos de culebras 


FE] miedo 4 la culebra es debido a educa- 
cién y no a instinto. Muchas culebras son 
de gran valor a la vegetacion; muchas de 
ellas limpian los campos de animales de- 
structivos. En los Estados Unidos solamente 
cuatro especies son conocidas como vene- 
nosas, la diamante de cascabel, la boca de 
algodon de moccasin, la cabeza de cobre, 
y la culebra de coral. El veneno es obtenido 
sujetando la culebra por detras de la cabeza 
manipulando los dedos para inducir la cule- 
bra a picar dando asi el veneno 4 travez de 
los colmillos. 


RIASSUNTO 
Serpi e veleni di serpi 

Paura dei serpenti e dovuta ad edcazione 

e non ad instinto. Molti serpenti sono di 
grande aiuto alla vegetazione; molti altri 
liberano la campagna di vermi distruttivi. 
Negli Stati Uniti soltanto quattro tipi sono 
conosciuti come velenosi. I] veleno viene 
ottenuto afferrando la testa dalla parte dor- 
sale e strofinando le dita in modo da fare 
espellere il veleno dalle fauci. 
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Some Phases of Gynecology of Interest to the 


General Surgeon 


MAURICE O. MAGID, M.D. 


NEW YORK 


INCE gynecologic surgery is within 
the sphere of the general surgeon, the 
writer wishes to call attention to 

some of its phases, to the methods of treat- 
ment used by him and to the results of his 
experience with a large volume of clinical 
material in institutional and private practice 
over more than a quarter of a century. 

A condition commonly seen in women 
and given little consideration by some gen- 
eral surgeons is leucorrhoea. This very an- 
noying symptom is often dismissed lightly 
by the surgeon, who merely orders a vaginal 
douche to be taken two or three times daily. 
This type of therapy is also often advised 
either before a contemplated laparotomy 
for adnexal disease or after an abdominal 
operation has already been performed. The 
patient seeks relief for pain in her lower 
abdomen, unilateral or bilateral, for back- 
ache and for a protracted vaginal discharge 
which may or may not be profuse. Quite 
often in these cases, particularly when the 
pain is limited to the right side, the cause 
of the pain is lymphangitis in the broad lig- 
ament, with periadnexitis due to cervical 
infection. 


INFECTION OF THE CERVIX 


That cervical infection often exists un- 
recognized is due to the fact that an inspec- 
tion of the cervix often satisfies the surgeon 
that, appearing normal, it must be normal. 
Many of the “normal” cervices have been 
found in the course of a tracheloplasty or 
on examination of the removed tissue to be 
infected with pockets of pus or distended 
mucous glands containing microorganisms. 
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With the infection removed from the cer- 
vix, the symptoms of lymphangitis and peri- 
adnexitis gradually subside. If the disease in 
the adnexa has progressed to abscess forma- 
tion, a laparotomy is indicated. F ortunately, 
tubes and ovaries are now treated more 
conservatively than in the past. 

To remove the focus of infection from 
the cervix, surgery alone should be resorted 
to, utilizing the procedure devised by 
Sturmdorf" * * without modification. This 
operation as originally advocated has stood 
the test of many years. In recent years some 
physicians have tried to remove the infec- 
tion by using the electric current’ while 
others have used the more refined cautery 
for conization. The principle of electric 
cautery is not new. As far back as the mid- 
dle of the nineteenth century there are ac- 
counts in the literature of the use of the 
“hot wire” to destroy diseased tissue in the 
cervix. Although the present-day instru- 
ments are more refined, the tissues react in 
the same manner, with healing of the scar tis- 
sue and blocking-up of the racemose glands 
in the cervix, thereby predisposing the pa- 
tient to retention of the focal infection with 
its attendant results. Furthermore, many 
cases have been seen of a distorted cervical 
canal, or of stenosis of the canal, due to 
improper healing after the sloughing pro- 
duced by the cautery. But most important 
of all, microscopic examination of the cer- 
vical tissue removed by tracheloplasty’ 
after a so-called cure by the cautery has 
revealed plainly in every instance that the 
pathologic infiltration, with its ascending 
lymphangitis from the focus within the cer- 
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vix, continued as actively after application 
of the cautery as before. 

Bearing in mind the words of the late 
Charles H. Mayo’, “It is the absorption 
from bacteria buried and enclosed in pock- 
ets under tension that causes disease. It is 
not what escapes but what does not escape 
and is absorbed that produces secondary le- 
sions,” one should be convinced that an 
operation is the only scientific method of 
curing this very common condition in 
women. The technic of this procedure is 
simple and easily mastered, and the opera- 
tion is not attended by immediate danger 
or future ill-effects, even when it is per- 
formed during the child-bearing period. 
This operation also should be used to eradi- 
cate disease in the cervix before supracervi- 
cal hysterectomy is performed, in an effort 
to prevent the development of carcinoma 
in the cervical stump. 


DANGER OF DOUCHES 


In view of the above facts, it seems un- 
wise to recommend douches for this condi- 
tion, since this type of therapy does not 
reach the source of the discharge—the race- 
mose glands in the cervix. A recent study 
showed that while the fluid returned fol- 
lowing a douche with a germicide-contain- 
ing solution was sterile, the number of bac- 
teria in the vagina actually increased with- 
in the twenty-four hours following the 
douche. An explanation of this is that a 
douche either causes a change in the pH of 
the vaginal secretion, thus making the vagi- 
na an unfavorable place for the growth of 
the bacteria, which normally protect the 
host from invasion by pathogenic bacteria; 
or, by diluting or chemically altering the 
glycogen content of the vaginal secretion, 
reduces the ability of the normally present 
bacteria to form lactic acid, with a resulting 
invasion and growth of aberrant flora. 
Whether either or both reasons are correct, 
the fact remains that an increase in the bac- 
teria was noted after douches. 


The danger of recommending douches as 
a means of therapy is that pathologic pro- 
cesses are permitted to progress while the 
patient is under the impression that she is 
curing herself. In our service at Correction 
Hospital in New York City’, a penal insti- 
tution in which there is a turnover of 4,000 
to 5,000 inmates annually, many of them 
suffering from vaginal discharge caused by 
venereal and other types of infection, no 
vaginal douche or tampon has been used 
since 1926. Local treatment is administered 
twice weekly and is continued until the 
smears of the patients suffering with vener- 
eal disease are negative and the local lesions 
are improved or cured. In the rebellious 
type of cervical infection tracheloplasty is 
performed. Tubes and ovaries are not re- 
moved as often as was customary in the 
past, our hope being that if the disease in 
the cervix is eradicated, the body generally 
will care for the adnexa. Patients who re- 
main with us for a considerable time after 
operation seem to be much relieved. ‘Those 
patients who are released from the institu- 
tion and are later returned for a new infrac- 
tion of the law, have reported relief from 
the original complaints. 

When the general surgeon considers per- 
forming a laparotomy for adnexal disease 
of the infectious type, a careful examination 
of the cervix should be included routinely. 
Often a tracheloplasty may obviate a lapar- 
otomy, not only for the side with painful 
adnexa, but also for the adnexa on the other 
side, which in all likelihood is infected to a 
lesser degree. The well-known Sturmdorf 
technic should be followed, unmodified. 


LITERATURE 


In reviewing the literature of the last five 
years on chronic cervicitis and the treat- 
ment of the cervical stump in hysterectomy, 
I found the Sturmdorf operation referred 
to as one of the methods of curing these 
conditions. Among the other methods men- 
tioned are the cautery, electric conization 











and Sims amputation of the cervix. The 
Sturmdorf tracheloplasty has even been re- 
ferred to as an amputation of the cervix. 
This, however, is not correct. The trach- 
eloplasty removes the infected area in the 
cervix without disturbing the musculature 
of the cervix; therefore the obstetrical end 
results are better than those of the Sims am- 
putation. In a previous publication I have 
called attention to the obstetrical end re- 
sults of the tracheloplasty and compared 
them with the published results of the Sims 
amputation and the Emmet trachelorrha- 
phy.* 

From the various comments in the litera- 
ture I have become convinced, in view of 
my close association with Sturmdorf and his 
work for nearly a quarter of a century, that 
a restatement of the principles underlying 
the operation, together with an emphasis 
on the details of the technic, is very es- 
sential at this time. Apparently some sur- 
geons and gynecologists are omitting some 
phases of the original operation or are con- 
fusing the original operation with some of 
the modifications which have been attempt- 
ed during the last decade or more. In every 
instance, the attempt at modification has 
failed because it violated some anatomic, 
physiologic or pathologic principle which 
governs the original operation. 

To add to the confusion, a number of 
standard textbooks on surgery and gyne- 
cology publish descriptions and illustrations 
of the Sturmdorf operation which are at 
variance with the original description by 
Sturmdorf himself. 

Since many of those enthusiasts of cau- 
terization, electric conization and Sims am- 
putation who have had the opportunity to 
observe the shortcomings of these methods 
(as published in the literature) have aban- 
doned these methods, and since those who 
have given the Sturmdorf technic—unmodi- 
fied—a thorough trial for over twenty-five 
years are still enthusiastic with the immedi- 
ate and later end results, I feel that no apol- 
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ogy is needed for presenting this thesis. 


STURMDORF TECHNIC OF TRACHELOPLASTY 


While the ordinary instruments found in 
a well-equipped hospital may be used in the 
performance of tracheloplasty, it is advis- 
able for the beginner, and even for the ex- 
perienced surgeon, to use the special instru- 
ments that Sturmdorf has recommended. 
This is particularly true of the modi- 
fied Peaslee needle, which is used for the 
introduction of the main silkworn sutures 
that draw the cuff of vaginal mucous mem- 
brane into the cervical canal. 

After the patient is prepared, the weight- 
ed speculum is introduced and the cervix is 

rasped laterally with a long vulsellum. 
This allows the small tenaculae to be placed 
into the cervical canal, one in the center of 
the upper lip and the other in the center of 
the lower lip, in such a manner as to evert 
the cervical lining. The long vulsellum is 
removed and the handles of the small ten- 
aculae are tied with a strand of catgut to 
prevent their opening and slipping. 

With a small blade knife, an outlining in- 
cision is made at the junction of the healthy 
vaginal mucosa with the everted diseased 
cervical mucosa. With a small curved Mayo 
scissors, the outlining incision is deepened 
as the vaginal mucosa is cut completely. 
When this is accomplished, the incised 
wound gapes and permits the Aliss forceps 
to grasp the mucous membrane which is to 
be denuded from the upper lip. With the 
curved Mayo scissors, the vaginal covering 
of the cervix is denuded, keeping the point 
of the scissors upward and close to the mu- 
cous membrane. A number of fibrous bands 
which are encountered during the dissec- 
tion are cut in order to mobilize éompletely 
the flap of mucous membrane. The vaginal 
mucous membrane of the posterior lip and 
cervix is similarly treated. The denudation 
of the anterior and posterior flaps is up to 
a point a little above the level of the inter- 
nal os. Laterally the denudation does not 
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<«Ké« FIGURE 1 
Outlining incision at the junction of vaginal 
mucosa and diseased endocervical tissue. 





FIGURE 2 aed 
Excision of diseased endocervical 
tissue, knife directed toward the in- 
ternal os, as apex of the cone. 





<K«é FIGURE 3 


Identification of anatomic structures. 























FIGURE 4 p> 


Introducing right free suture-end into and slight- 
ly above the internal os, with the modified dou- 
ble curved — flat S— Peaslee needle, which is 
passed upward, forward and slightly to the right 
through the musculature to emerge at the base 
of the flap of vaginal mucosa a little to the right 
of the median line. 

The same procedure is followed with the left 
free suture-end, but the Peaslee needle is carried 
through the musculature of the cervix and vagi- 
nal flap to the left of the median line. 

The free suture-ends of the lower flap are car- 
ried through the musculature of the cervix and 
vaginal flap to the right and left side of the 
median line, by forcing the Peaslee needle down- 
ward and forward. 





FIGURE 6 » 
Cervix after operation is completed. Strands of 
the upper and lower sutures are tied into a loop 
and tucked away in the vagina. These sutures 
are removed 3 to 4 weeks after operation. 
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“« FIGURE 5 

The free ends of the upper, then the lower 
sutures are drawn taut, with gentle direction 
of the edges of the flap into the cervical 
canal. 


Each suture is tied and left long. The cervi- 
cal canal is thus relined with vaginal mucosa. 
The wound in the vaginal mucosa in each 
lateral fornix requires two or three chromic 
sutures for closure. 
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need to go so high. When mobilization of 
the vaginal cuff is ample, it will permit the 
mucous membrane to be drawn into the 
cervical canal without tension. 

During the process of denudation, the 
surgeon will prevent injury to the bladder 
and rectum by keeping the scissors points 
close to the vaginal mucosa. In cases with 
cystocele or where the bladder attachment 
is low, excision of the diseased cervical tis- 
sue should not be attempted until the blad- 
der is dissected from the cervix. When the 
surgeon is satisfied that the cuff is ample and 
there is no low attachment of the bladder, 
the cervix is grasped laterally on each side 
by two larger tenaculae; these should be 
sufficiently deep in the tissue to assure a 
good hold, but the tenaculae are not to in- 
trude upon the cervical canal. This helps to 
steady the cervix while the excision is being 
performed. 

Excision of the diseased tissue is accom- 
plished by placing the long handle tenoto- 
my knife at the junction of the denuded 
surface of the cervix with the margin of dis- 
seased cervical tissue, at an angle which di- 
rects the point to the internal os. By forcing 
the blade through the tissue in a downward 
and backward direction until the tissue re- 
sistance is lost, the knife is now in the cer- 
vical canal. With a cutting, sawing motion, 
visualizing the internal os as the apex of 
the cone, the knife is carried clockwise 
through the cervical tissue around the en- 
tire circular margin of the diseased tissue, 
until the knife reaches the point where the 
excision began. 

In the cone of tissue thus excised, the 
greater part of it will be revealed as diseased 
mucosa with a thin layer of muscle tissue. 
If any of the diseased mucous membrane is 
left behind in the canal, it should be excised 
with the knife or scissors. Following this, it 
is Well to use the reamer knife for removing 
any of the smaller parts of membrane, as 
these usually give under the use of the knife 
or scissors. When the canal is freed from all 





the diseased mucosa, there is sufficient room 
for an artery forceps or similar instrument 
to enter the canal. It is thus unnecessary to 
dilate the cervix, as sufficient opening re- 
mains for continued free drainage. 

To reline the clean cervical canal, grasp 
the margin of the denuded cuff with an 
Aliss forceps, anteriorly, at a point which 
seems to be the center. Using a small, full, 
curved, round cervical needle with an extra- 
heavy strand of silkworm gut, place a mat- 
tress stitch. Begin on the vaginal side about 
¥ inch from the Aliss clamp, and carry the 
stitch through the flap so it emerges % inch 
on the other side of the Aliss clamp. Grasp 
each end of the suture with an artery for- 
ceps. The same procedure is followed on 
the cuff posteriorly. 

The Peaslee needle is then threaded 
on the concave side with the right free 
end of the silkworm gut of the upper cuff. 
The needle is now inserted into the canal 
to a point at or a little above the internal os, 
the index finger of the left hand being kept 
in the space between the cervix and the 
cuff to prevent injury to the bladder. 
The Peaslee.neédle is then forced through 
the cervical tissue a little to the right of the 
center line. When the point of the needle 
is through, the flap is drawn downward and 
forward to allow the Peaslee needle to 
pierce it a little to the right of the center 
line and at as high a level as is necessary to 
secure sufficient lining into the raw canal. 

When the needle has pierced the flap, the 
suture is grasped on the concave side of the 
needle with one of the small tenaculae, and 
the Peaslee needle is withdrawn. The same 
procedure is followed with the left free-end 
of the suture, which is brought through the 
cervical tissue and vaginal cuff a little to the 
left of the center line. The posterior flap is 
treated in the same way as the anterior flap, 
but in this position care must be exercised 
to prevent injury to the rectum. 

After the anterior and posterior sutures 
have been passed through the cervix and 














flaps, the laterally placed tenacula are re- 
moved. The upper suture is drawn gently 
taut, causing the edge of the flap to be 
drawn into the cervical canal to the level 
of the place where the Peaslee needle 
pierced the cervix, thus relining the anterior 
part of the canal. The suture is tied and the 
ends are left long. Drawing of the flap into 
the canal will be greatly facilitated by the 
use of mouse-toothed thumb forceps to 
help the edge into the canal. Drawing the 
lower suture taut will cause the lower cuff 
to reline the posterior part of the canal. ‘The 
suture is left long after tying. Laterally, the 
wound in the vaginal mucosa in each fornix 
is closed with two or three interrupted 
chromic No. 2 sutures. A strip of 44-inch 
iodoform gauze is inserted into the canal 
with a packer to keep the raw surfaces of 
the canal and flap together. Packing is to 
be removed after ten days. The long ends 
of the silkworm gut are tied together, form- 
ing a loop which is tucked away into the 
vagina. These sutures are removed three to 
four weeks after the operation. 

The foregoing procedure should prefer- 
ably be enacted on a living patient. Practice 
on a cadaver may help a little, but seeing 
and assisting at a number of operations is 
the only way to perfect this technic. 


REMOVAL OF SUTURES 


As simple as this procedure is, consider- 
able difficulty has been experienced by a 
number of gynecologists and surgeons, 
who, although speaking favorably of the 
Sturmdorf operation, have substituted for 
the recommended silkworm sutures absorb- 
able sutures; these often give poor healing 
results, owing to a rapid absorption of the 
material with a retraction of the flaps. 

At one of the clinics of the American 
College of Surgeons held at Boston, a sur- 
geon stated that he thought the removal of 
these sutures would be less difficult if shirt 
buttons were used to prevent the knots 
from burying themselves in the tissues. 
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Such an addition to the technic is hardly 
necessary, because in the average case, three 
or four weeks after the operation the knots 
and loops are easily freed by slight traction 
on the sutures. 

The vaginal speculum should not be used 
when removing these sutures. With the in- 
dex finger in the vagina, the loop formed 
by tied long ends of the sutures can easily 
be pulled out of the vagina. A hemostat is 
applied to the loop for the purpose of slight 
traction. With the left index finger the an- 
terior suture is followed up to the cervix, 
where the loop and knot are felt. By using 
a long, blunt-pointed scissors — curved or 
angulated, e.g., Dean’s tonsil scissors—one 
strand of the loop is cut beyond the knot. 
This frees the suture. The same procedure 
is followed on the posterior suture. All this 
can be done by the sense of touch. A little 
practice will make the suture removal a 
simple procedure. 


TRACHELORRHAPHY AND AMPUTATION 


The concept underlying the develop- 
ment of the tracheloplasty, its technic and 
its obstetrical end results, differs from those 
which prompted the Emmet trachelorrha- 
phy and the Sims amputation of the cervix. 
The Emmet operation was conceived with 
the idea that there was irritation from the 
erosion in the angles of the tear of the cer- 
vix. To remove this irritation, the angles of 
the scar were excised and the raw edges of 
the wound sutured. While this operation 
improved the cosmetic appearance of the 
cervix, it permitted the infected zone about 
the canal from the external os to the inter- 
nal os to continue as an infected focus. By 
the Sims operation the diseased cervix was 
cut off at a high, medium, or low level, ac- 
cording to what the surgeon believed to be 
the extent of involvement, thus removing 
the cause of the discharge. By this method 
the musculature of the cervix, which is a 
continuation of the spiral fibers of the uter- 
us, was cut away and the stump of the mus- 
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cle bundles became imbedded in the scar 
tissue, thus preventing cervical dilatation 
and causing dystocia. 

In 1913-14 V. H. Leonard’” published the 
results of his follow-up studies of the Em- 
met and Sims operations, as performed for 
a number of years at the Johns Hopkins 
Hospital. His conclusions, in connection 
with the marital histories, were found to 
coincide with those of other observers. Ac- 
cording to Leonard, of those patients in 
whom the occurrence of pregnancy might 
have been expected, four-fifths remained 
sterile. Over 50 per cent of the pregnancies 
occurring after amputation ended in mis- 
carriage or premature delivery, and the few 
which progressed to full term experienced 
prolonged and difficult labor. Accordingly 


a sentiment arose against the amputation. 


ADVANTAGES OF TRACHELOPLASTY 


Tracheloplasty was devised by Sturm- 
dorf because he recognized that the patho- 
logic process in the cervix is a chronic in- 
fection of low grade, which, when permit- 
ted to continue, causes not only local symp- 
toms but also numerous remote manifesta- 
tions due to focal infection. The steps in 
the operation are designed to remove the 
focus of infection without disturbing the 
musculature of the cervix, so that future la- 
bor will not be affected. 

The obstetrical end results of Sturmdorf 
tracheloplasty were reported by the present 
author in 1921°. Numerous cases of delivery 
after the tracheloplasty could now be add- 
ed. The reports of other observers are addi- 
tional proof of the safety of this operation. 
Despite all this and the common knowledge 
of the poor end results of the Emmet and 
Sims operations, many surgeons are still 
performing these operations, much to their 
patients’ future discomfort and danger. 

Those who have followed the develop- 
ment of any method of therapy, medical or 
surgical, are familiar with critics who find it 
necessary to simplify or modify the an- 


nounced method, forgetting that the one 
who perfected the surgical technic or medi- 
cal therapy has spent time and effort to per- 
fect his idea. Tracheloplasty has thus been 
subjected to several modifications. In each 
instance, the changes suggested show a lack 
of understanding of the principles under- 
lying the original technic, together with in- 
sufficient experience with the operation. 
Unsatisfactory end results obtained by a 
modified technic cannot in fairness be 
charged to the tracheloplasty as originally 
executed by Sturmdorf. 


MALPOSITION OF THE UTERUS 


Another phase of gynecology of interest 
to the general surgeon is the correction of 
uterine malposition. Many surgeons “sus- 
pend” this organ by one of the numerous 
operations. After reviewing a newly pub- 
lished description of an operation for the 
cure of retroversion, the editor of the Year 
Book of Gynecology and Obstetrics 
(1928)" commented: “Another operation 
for the correction of retroversion added to 
the already crowded field. Apparently hu- 
man ingenuity must have an outlet and 
woman is the sufferer.” 

The failure of an operation for malposi- 
tion is not a reflection upon the technic or 
the ability of the surgeon. It is due to his 
selection of the wrong type of case for the 
operation he has chosen. That women are 
not alike structurally has been shown by 
the writer in a study of 500 women, col- 
ored and white. It was demonstrated that 
there are three “true” types—normal, heavy 
anatomic and slender anatomic—and six 
subtypes. In each of the “true” types the 
uterus occupies a typical position different 
from that of other types. 

In the slender anatomic (infantile) type, 
the axis of the pelvic inlet is at an angle with 
the horizon of about 75°. The pelvis is ro- 
tated downward and backward. The uterus 
occupies a position of retroversion of the 
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IN MEMORIAM 


Y one of those strange workings of fate, 
this article is published within a few days 
after the death of its author. 

Dr. Maurice O. Magid was not only a skil- 
ful and capable surgeon, but a most lovable 
human being. It is as a man and not as a sur- 
geon, that I like to remember him. In all the 
years of his professional life, he was not known 
to utter an unkind criticism of his colleagues, 
though he often had good reason to do so. 
His innately honest nature, his aversion to 
cheap publicity, his love for his fellow men 
and his kindliness to those who worked with 
him marked him as an outstanding personality 
in this world of petty rivalries, jealousies and 
self-aggrandizement. A real man, a truly de- 
voted husband and father, a fine physician, has 
passed into the Great Beyond. His untimely 
death at the age of 52 leaves a void in the 
hearts of those who knew him which cannot 
be filled. 

Of him it can truly be said, 

“His life was gentle, and the elements 
So mix’d in him that Nature might stand up, 
And say to all the world, This was a man.” 


A. L. Worparst 
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first, second or third degree. The measure- 
ment of the lumbar curve is low—under 30 
mm. This type of individual shows a tend- 
ency to enteroptosis. In the heavy anatomic 
(exaggerated) type, the axis of the pelvic 
inlet is at an angle of about 35°. The pelvis 
is rotated downward and forward, the 
measurement of the lumbosacral curve is 
high, about 45 mm. or more. The uterus 
is in retrocessed position. In the so-called 
“normal” type, the pelvis is balanced in 
equilibrium and the uterus is in the anterior 
position. The measurement of the depth of 
the lumbosacral curve is between 30 and 4o 
mm. The axis of the inlet is in relation with 
the horizon so that it forms an angle of 
about 45°. 


MEASUREMENT OF THE LUMBOSACRAL 
CURVE 


To enable the gynecologist and surgeon 
to determine whether a given case of retro- 


version requires a corrective surgical opera- 
tion, the writer has devised a simple instru- 
ment for measuring the depth of the lum- 
bosacral curve or hollow. The measurement 
serves as a guide in determining the pelvic 
tilt, and while it is not an exact mathemati- 
cal index, it indicates which uterine position 
is essential for a given patient. 

To obtain the measurement, the patient 
stands in her stocking feet, in her natural 
attitude, with her back uncovered. The in- 
strument, which is made up of two metal 
rules, is held in position at right angles by a 
sliding device. ‘The vertical rule is 60 cm. 
long and the horizontal rule 10 cm. long. 
By a thumb-screw adjustment, the sliding 
device with the horizontal rule may be 
placed at any height on the perpendicular 
rule. The perpendicular rule is placed on 
the most prominent dorsal spine and on the 
sacrum and held firmly in position while. 
the horizontal rule is pushed forward into 
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the lumbosacral hollow. When the thumb- 
screw is tightened, the two rules are locked 
in position. The reading is taken at the 
point on the anterior border of the per- 
pendicular rules where it is crossed by the 
upper border of the horizontal rule, at the 
level of the deepest part of the interven- 
ing hollow. The horizontal reading denotes 
the depth of the lumbosacral hollow. 


TREATMENT OF PSEUDO AND CONGENITAL 
MAL POSITION 


A complaint of pelvic discomfort or 
backache is no justification for an operation 
upon a uterus which does not happen to be 
in “normal” position. What is the normal 
position? From a gynecologic viewpoint 
the so-called abnormalities cannot really be 
considered as true abnormalities but must 
be considered normal positions of a special 
type. The “normal” position has been ac- 
cepted because a large majority of the 
women are physically constituted in a simi- 
lar manner. Many women whose uterus 
varies in position from the “normal” of the 
majority of their sisters are perfectly nor- 
mal to their own type. These women con- 
form to a “standard of the minority.” Sur- 
geons attempting to correct these variations 
in position of the uterus, in the hope of re- 
lieving symptoms, despite the fact that these 
positions are essential to the types under 
consideration, have met with disappoint- 
ment because the operations failed or re- 
sulted in the production of new symptoms. 

The congenital malposition in the nul- 
lipara and multipara does not require surgi- 
cal correction, nor will mechanical correc- 
tion by the pessary help in any way. In this 
type of patient the uterus will resume the 
original position of retroversion after a de- 
livery, in spite of attempts to use pessaries, 
or of having patients assume the knee-chest 
position for hours each day while involution 
is progressing. It is now an accepted fact 
that malposition, per se, is not the cause of 
symptoms. If symptoms are present, local 
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infection of the cervix or adnexa should be 
sought for and, if found, treated. In the ac- 
quired variety of retroversion, any suitable 
type of abdominal operation will be cura- 
tive, provided the levator muscles are prop- 
erly sutured when the pelvic floor is re- 
paired, as is necessary in all these cases. 


SUMMARY 


In cases of pain in the lower abdomen, 
backache and vaginal discharge, cervical in- 
fection should be suspected. Douches are 
not curative as they do not reach the source 
of the discharge. Douches only increase the 
number of bacteria in the vagina. Local 
treatment to the cervix should be given 
first. In rebellious cases, tracheloplasty 
(Sturmdorf technic) should be performed. 
Frequently, if the cervicitis has been cured, 
other intervention may be unnecessary. 
Variations in position of the uterus are of- 
ten normal for the particular individual. If 
symptoms accompany malposition, local in- 
fection of the cervix or adnexa should be 
sought for and treated, since malposition, 
per se, is not the cause of symptoms. 
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RESUME 
Des phases de gynécologie d’un intérét 
chirurgical 


Dans les douleurs du bas—ventre du dos; 
et d’ecoulement vaginal on soupconnera 
existence d’infection du col uterin. Les 
douches ne sont pas curatives car elles 
n’atteignent la source de Vecoulement. Les 
douches augmentent le nombre des bacteries 
du canal vaginal. Premiérement on traitera 
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le col topiquement. Dans les cas rebelles 
une tracheloplastie est indiquée. Souvant 
la guérison de la cervicite suffit. Les mal- 
positions locals, les infections du col et des 
annexes recevront un traitement approprie. 


ZUSAMMENFASSUNG 


Einige Erscheinungen der Gynikologie, 
von Interesse fiir den Allgemeinchirurgen 


Eine Cervicalinfektion sollte in Gegen- 
wart von Leukorrhoe Schmerzen im Unter- 
leib, Riickenschmerzen und Vaginalsekre- 
tion in Betracht gezogen werden. Spiilun- 
gen vermehren nur die Anzahl der Bak- 
terien in der Vagina. In Geschlechtskrank- 
heiten sollte Lokalbehandlung gegeben 
werden bis Vaginalabstriche negativ und 
die Grtlichen Lasionen gebessert oder ge- 
heilt sind. In hartnackigen Cervicalinfek- 
tionen sollte eine Tracheloplastik (Sturm- 
dorftechnik) ausgefiihrt werden. Oft wird 
eine Oophorektomie nicht nétig sein wenn 
die Erkrankung des Cervix geheilt wird. 
Viele Frauen, die eine Abweichung vom 
Normalen in der Stellung des Uterus auf- 
weisen sind fiir ihren Typ normal and sie 
sollten nicht operiert werden um eine an- 
scheinende Verlagerung zu korrigieren. In 
Gegenwart von Symptomen sollte nach 
einer Lokalinfektion des Cervix oder der 
Adnexe gesucht und behandelt werden, da 
Verlagerung an sich nicht die Ursache von 
Symptomen ist. 


SUMARIO 


Algunas fases de ginecologia de interes & el 
cirujano general 

Infeccion del cuello debe de ser sospe- 
chada en la presencia de leucorrea, dolores 
en el bajo bientre, dolores de la cadera y 
flujo vaginal. Lavados solamente aumenta 
el numero de bacterias en la vagina. En 
enfermedades venereas tratamiento local 


debe de ser dado hasta que las muestras sean 
negativas y las lesiones locales mejoradas 6 
curadas. En infecciones cervicales rebeldes, 
traqueloplastia (tecnica de Sturmdorf) debe 
de ser hecha. A menudo oforectomia no 
sera necesaria si la enfermedad del cuello es 
curada. 

Muchas mujeres las cuales poseen varia- 
ciones en la posicién del utero del standard 
normal son normales en su tipo y operacion 
no debe de hacerse para corregir malforma- 
ciones aparentes. Si hay sintomas presen- 
tes, infeccién local de el cuello y de los 
anexos esta debe de ser buscada y tratada, 
pues malposicion 6 malformacién puede no 
ser la causa de los sintomas. 


RIASSUNTO 


Alcune fasi della Ginecologia Interessante 
al Chirurgo 


Si deve sempre sospettare un’infezione 
cervicale quando si e’in presenza di leucor- 
rea, dolore nell’addome inferiore ed elimi- 
nazioni vaginali I lavaggi non fanno altro 
che aumentare il numero di batterii nella 
vagina. In caso di infezione venerea, appli- 
cazioni localidovrebbero preferirsi fino a 
che l’esame microscopico divenga negativo 
e che la lesione locale sia migliorata 0 cu- 
rata. In Casi di infezione cervicale molto 
difficile a curarsi, si dovrebbe fare la trach- 
eloplastia (tecnica di Sturmdorf) Spesson- 
non e necessario |’ooforectomia, se la ma- 
lattia del cervice e stata curata. Molte don- 
ne, le quali hanno delle variazioni nella po- 
sizione dell’utero diversa dal normale della 
maggioranza, sono normali per il loro tipo 
€ nessuna operazione deve farsi per cor- 
regere queste apparenti posizioni scorrette. 
Se vi sono sintomi, si deve investigare se vi 
e infezione locale del cervice oodelle sal- 
pingi, dato che la posizione, per se, non e 
causa di sintomi. 








Idiopathic Multiple Hemorrhagic Sarcoma 


RICHARD A. LEONARDO, M.D., Ch.M., F.LCS. 


ROCHESTER, NEW YORK 


INCE 1872, when the condition in 

question was first described by Ka- 

posi as “idiopathic multiple pigment 
sarcoma,” scattered case reports have ap- 
peared yearly in the literature. By 1932 the 
total number of published cases had reached 
356, and several other cases have subse- 
quently been reported. Perhaps, however, 
the condition is still of sufficient rarity to 
warrant reporting an additional case. 

The condition occurs most commonly 
among older adults of Italian or Galician 
birth, starting with a widespread hemor- 
rhagic involvement of the vascular system, 
somewhat suggesting, therefore, an infec- 
tious or toxic etiology. A few cases occur- 
red post-traumatically. At any rate, the 
involved areas of the vascular system under- 
go inflammation and proliferation and thus 
stimulate new growth formation. Reddish- 
brown or bluish-red nodules and plaques 
appear on the skin at many places, com- 
monly on the extremities, scalp and ears. 
These lesions may fuse together to form ir- 
regular tumors of a somewhat shiny sur- 
face, or they may undergo partial healing, 
leaving atrophic, depressed, pigmented scars, 
usually surrounded by a new crop of tu- 
mors. Usually the blood picture is negative, 
although an eosinophilia of 5—10 per cent 
may be present or a monocytosis of 10— 
25 per cent. The disease progresses slowly 
but surely, terminating in a fatal issue after 
five or ten years, usually from some inter- 
current infection. There may also be exten- 
sive visceral involvement, although roentgen- 
ray therapy may delay this considerably, if 
started in time. If only a few lesions are 
present, surgical excision or radium therapy 
is indicated. Recurrence is almost certain, 
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however, even where the tumors were ap- 
parently completely excised. Therefore the 
prognosis must ever remain guarded. 

The clinical diagnosis is usually very 
simple if one keeps the condition in mind. 
Biopsy should be done in all cases, however. 
In the differential diagnosis one has to elimi- 
nate syphilis, leprosy,and mycosis fungoides, 
but this is readily done by a microscopical 
examination of the biopsy specimen. 

AUTHOR’S CASE REPORT 

An Italian, male, age 66, was admitted to 
the Monroe County Hospital, January 28, 
1939, complaining of numerous discolored 
nodules on his body. 

Past history: The patient came original- 
ly from southern Italy. He is a laborer, hav- 
ing worked here since 1902. About twenty- 
seven years ago he noticed a few discolored 
patches on his legs. These have slowly pro- 
gressed to their present state, with ad in- 
terim involvement of hands, feet, back and 
ears. 

Physical examination: This revealed num- 
erous purplish nodules, resembling angio- 
mas, on the feet, legs, back, ears and hands. 


There was no lymphadenopathy, and the 


rest of the physical examination was essen- 
tially negative. The blood count was nor- 
mal and the urine showed only a trace of 
albumen. Roentgenograms of the chest and 
legs were negative, but electrocardiograms 
showed first-degree A-V block. 

Biopsy results were typical of the neo- 
plastic stage of Kaposi’s multiple hemor- 
rhagic sarcoma. 

Treatment: A course of roentgen-ray 
treatments was given this patient, but with- 
out apparent benefit. 
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SUMMARY 


Idiopathic multiple hemorrhagic sarcoma 
occurs most commonly in adults of Italian 
or Galician birth. Reddish-brown or bluish- 
red nodules appear on the skin. The nodules 
may fuse to form irregular tumors or they 
may undergo partial healing. The disease 
presents three phases: inflammatory, granu- 
lomatous and neoplastic. Surgical excision 
or radium therapy is indicated in the early 
stages of the disease. The prognosis, how- 
ever, is not favorable. A case is reported in 
which roentgen-ray therapy was apparent- 
ly ineffective. 
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RESUME 
Sarcomes multiples hémorrhagiques et 
idiopathiques 

Ces sarcomes se recontrent le plus fré- 
quemment chez des adultes de naissance 
italienne ou galicienne. Des nodules rou- 
geatres ou bleuatre paraissent sous la peau. 
Ces nodules peuvent fusionner ou guérir 
par fullement. La maladies presentent trois 
phases; inflammatoire, granulomateuse et 
neoplastique. On fera l’excision chirurgi- 
cale ou on aura recours a la radio thérapie. 
Le pronostic n’est pas favorable. Un cas est 
rapporté dans lequel l’emploi des rayons fut 
sans resultat. 


7USAM MENFASSUNG 
Mebrfache idiopatische himorrhagische 
Sarkome 
Mehrfache idiopatische hamorrhagische 
Sarkome werden sehr oft bei Erwachsenen 
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italienischer oder gallischer Abstammung 
angetroffen. Rotbraune oder blaurote 
Knotchen erscheinen in der Haut. Die 
Knotchen verschmelzen und bilden unregel- 
miassige Geschwiilste. Oder sie kénnen teil- 
weise vergehen. Die Krankheit hat drei 
Entwicklungsstufen: die entziindliche, die 
Granulationen bildende und die Neubild- 
ung. Chirurgische Exzision oder Radium- 
behandlung ist angezeigt in den Friihstadien 
der Krankheit. Die Voraussage ist nicht 
giinstig. Ein Fall wird beschrieben, in dem 
die R6ntgentherapie auscheiuend erfolglos 
war. 
SUMARIO 

Sarcoma idiopatico miltiple hemorragico 


EF] sarcoma idiopatico multiple hemor- 
ragico ocurre mas comutn en adultos que 
son oriundos de Italia o de Galicia. Nédulos 
pardorojizos o rojo-azulados aparecen en 
la piel. Los nédulos pueden fundirse para 
formar tumores irregulares o puede ser que 
resulten curados en parte. La enfermedad 
presenta tres fases: inflammatoria, granu- 
lomatosa y neoplastica. Excisién quirurgica 
o radio-terapettica se indic en los estados 
tempranos de la enfermedad. El prondstico, 
n obstante, no es favorable. Se ha dado re- 
lacién de un caso en que la terapeutica de 
los rayos X fué aparentemente inefectiva. 


RIASSUNTO 
Sarcoma idiopatico multiplo emorragico 


I] sarcoma idiopatico multiplo emorragico 
si presenta molto comunemente in adulti 
oriundi d'Italia o di Galizia. Sulla pelle si 
riscontrano noduli rosso-bruno o  rosso- 
azzurro. I noduli possono confluire e form- 
are tumori a contorno irregolare 0 possono 
andar soggetti a relativa scomparsa. II male 
presenta tre fasi: inflammatorio, granuloma- 
toso, e neoplastico. Negli stati iniziali del 
male si consiglia lintervento chirurgico o 
la radio terepia. La prognosi, pertanto, non 
é favorevole. Si riporta un caso in cui i raggi 
X sono stati apparentemente inefficaci. 




















AWRENCE O’SHAUGHNESSY was 
& killed while in service in Flanders. He was 
forty years of age. With his untimely 
death thoracic surgery sustained an irreparable 
loss. He has made an enviable reputation in ex- 
perimental surgery, particularly in revasculari- 
sation of the ischemic heart. Already in the be- 
ginning of his brilliant surgical career we find 
O’Shaughnessy in the Indian Medical Service. 
Before he returned to England in 1931 he had 
already begun experimental work at the Kitch- 
ener School of Medicine. Indeed, experimental 
surgery was always his keen desire, in which 
field he distinguished himself to no small de- 
gree; in fact, he became a master in this direc- 
tion. He was one of the gifted few whose geni- 
us in experimental surgery aimed at objectives 
in the culmination of which many obscure prob- 
lems were clarified. His experimental results in 
improving collateral circulation of the heart 
and shock following injuries are classical ex- 
amples. He became very interested in thoracic 
surgery ; this paved his path to the Sauerbruch 
Clinic in 1932. In 1933 and 1935 he was Hun- 
terian professor and in 1937 he was awarded 
the John Hunter triennial medal and prize. 
His path to acquire knowledge in his chosen 
specialty was often strewn with many obstacles 
—obstacles, it must be noted with regret, de- 
liberately placed in his ascent to achievement. 
When, finally, a clinic was established for 
O’Shaughnessy for the treatment of cardiovas- 
cular diseases at Lambeth Hospital at London, 
it: became a focus of attraction of the surgical 
life of that point. O’Shaughnessy was thoracic 


Lawrence OShaughnessy; In Memoriam 


surgeon to various hospitals and sanatoriums 
as well as a collaborator in Maingot’s “Sys- 
tem of Surgery” to which he contributed sec- 
tions on the diaphragm and oesophagus. He 
also collaborated with Sauerbruch in his ‘“Text- 
book on Thoracic Surgery” as well as with 
Drs. Kayne and Pagel in a book on “Pul- 
monary Tuberculosis.” Besides numerous 
original papers he had just completed a manu- 
script for a work on “Surgery of the Heart.” 
Accomplishment and a keen desire to serve 
humanity reflect only partially the sterling 
qualities of O’Shaughnessy. Those who were 
privileged to observe him at the bedside or 
laboratory or those on whom he bestowed 
his friendship soon discovered that the es- 
sence of his existence can be summed up in 
one brief sentence—service to others. To pa- 
tients and to surgical science he gave all a mor- 
tal can give, always disregarding his personal 
comforts or benefits. Ideals for the achieve- 
ment of better things and greater goals always 
pressed material gain or personal comfort into 
the background. Money was to O’Shaughnessy 
solely a means to further greater accomplish- 
ment and a means of procuring physical and 
mental solace to those who applied to him for 
aid. The number of those whose damaged 
hearts he attempted to supply with better cir- 
culation are few compared with the multitude 
of distressed hearts he aided and made happy; 
and, ironically, O’Shaughnessy—the master of 
thoracic surgery, succumbed to a_ thoracic 
wound. 
Rupotpu Nissen 


President-Elect Roman Honored 


On April 13, 1940, Dr. Desiderio Roman, 
president-elect of the United States Chapter of 
the International College of Surgeons, was 
honored at a testimonial dinner tendered by his 
many friends and admirers, headed by Provost 
Dr. Frederic J. Von Rapp of Philadelphia, in 


the Klahr Auditorium of the college where Dr.” 


Roman has so distinguished himself. Surgeons 
from Philadelphia, New York, Brooklyn, mem- 
bers of the faculties of institutions of learning 
from various parts of the country and out- 
standing members of the profession partici- 
pated. 





Space does not permit, even in abstract, an 
adequate presentation of the eulogies and lau- 
rels destined for Dr. Roman; only the high- 
lights of this auspicious occasion can be pointed 
out. 

Dr. Von Rapp, the moving spirit and spon- 
sor of the dinner, stressed the fact that. the 
evening’s activities faded into the background 
when compared to the time and energy unsel- 
fishly given by Dr. Roman through surgery, 
his teaching and his services to the profession 
and humanity. He pointed out that last year 
Dr. Roman was made governor of the Ameri- 

















can College of Surgeons and president-elect of 
the United States Chapter of the International 
College of Surgeons and that he is now presi- 
dent of the Pan-American Medical Association. 
Dr. Von Rapp’s remarks were directed prin- 
cipally to the younger men, whom he coun- 
selled to take Dr. Roman as a model. He point- 
ed out that the honored guest’s success was 
achieved by following the line of greatest re- 
sistance and by concentration and faithfulness 
to his many tasks. 

Dr. William Seaman Bainbridge, treasurer 
of the International College of Surgeons, remi- 
nisced on the past history of Philadelphia and 
its great contribution to the advancement of the 
medical sciences. 

He recalled that his grandmother came from 
her residence to Philadelphia in 1857 for a 
“water cure.”’ At that time the Women’s Medi- 
cal College, founded in 1850, was within walk- 
ing distance. Between treatments she listened 
to lectures and made use of the library. Imbued 
with the spirit of progress, she became a medi- 
cal student and graduated in medicine in 1860. 
She was the first in the Middle West to point 
out the value of electrotherapy. Prejudice ran 
high in those days against women physicians ; 
when the speaker’s grandmother called on her 
former minister, her card was returned to her. 
Pencilled on its back was, “I refuse to see any 
woman who has so unsexed herself as to study 
medicine.” Dr. Bainbridge then stressed the 
darkness into which humanity has been plunged, 
by the present war, pointing out the uncertainty 
of conditions and endeavors, and that one does 
not know how much longer civilizations that 
have been builded through the centuries will 
last. In line with this he pointed out an obser- 
vation of Queen Elizabeth of the Belgians when 
she received him at the Chateau de Laeken in 
1921; “We hope and pray that this bringing 
together of doctors from all over the world, 
who are united to give battle to the common 
enemies of mankind—sickness, suffering and 
death—may not end with their scientific con- 
clusions, but may make for understanding be- 
tween nations and for the brotherhood of man.” 
Dr. Bainbridge concluded with the words, “But 
we are here tonight to do honor to a great man. 
Consonant with all the fine sentiments and high 
ideals of our profession, the International Col- 
lege of Surgeons has wisely selected to follow 
that distinguished man, Douglass, and that 
great leader, Crotti, a national hero, a man who 
refused the Presidency of Nicaragua, a man 
known at home and abroad—Desiderio, ‘the 
noblest Roman of them all.’” 


NEWS ITEMS 
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Dr. P. Brooke Bland, of Philadelphia, first 
vice-president of the United States Chapter of 
the International College of Surgeons, opened 
his remarks with a stanza by Robert Louis 
Stevenson : 


If I have faltered more or less 

In my great task of happiness ; 

If I have moved among my race 

And shown no glorious morning face; 
If beams from happy human eyes 

Have moved me not; if morning skies, 
Books, and my. food, and summer rain 
Knocked on my sullen heart in vain :— 
Lord, thy most pointed pleasure take 
And stab my spirit broad awake ; 

Or, Lord, if too obdurate I, 

Choose thou, before that spirit die, 

A piercing pain, a killing sin, 

And to my dead heart run them in! 


He added, “I am happy to be here and add 
my tribute to the honored guest, who has been 
recently selected and unanimously elected to 
the high post of presidency of the American 
Chapter of potentially one of the finest medi- 
cal organizations in the world, the Interna- 
tional College of Surgeons. . . . His outstand- 
ing work in surgery and, above all, his sterling 
character are not local; both are widely known. 
By this time you all, I am confident, are fa- 
miliar with the deep impression he made upon 
the assembly recently held in Florida. His con- 
tribution not only warmed, but won, the hearts 
of all the Fellows present. It was a masterpiece 
and, I am sure, the finest contribution ever to 
flow from the gifted pen of Dr. Roman. You 
must read it as it now appears in the April 
number of the Journal of the International 
College of Surgeons. One of the most noted 
features of the paper, as was remarked by Dr. 
André Crotti, President of the International 
College of Surgeons, was its modesty, together 
with the tribute Dr. Roman paid to the path- 
finders in thyroid pathology and thyroid sur- 
gery. Not only was the paper a masterpiece, it 
was presented in a masterly way. To me, even 
though I am wholly unfamiliar with thyroid 
conditions, the paper was of consuming inter- 
est, because it was, if I may be permitted to 
use an obstetric term, pregnant with all those 
features that conspire to make a masterpiece.” 

Dr. L. T. Ashcraft, in a brief but pointed 
message, stressed the fine cultural background 
of Dr. Roman and his reputation as a clinician 
and teacher. He pointed out that he had been 
watching the faces of the younger men present 
and indulging in a little psychology. He thought 
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that he could detect this question passing 
through their minds: “How am I to climb the 
ladder of fame and reach the heights attained 
by this distinguished surgeon?” 

Dr. Wayne Babcock, professor of surgery 
at Temple University School of Medicine, 
stated that the years have brought to him in- 
creased admiration for the estimable qualities 
of Dr. Roman. Both graduated in the same 
year, Dr. Roman in Philadelphia, Dr. Babcock 
in Baltimore. Forty years ago both were prac- 
ticing surgery in North Philadelphia. A few 
doors from his office, two hospitals, like sisters, 
had humble beginnings in practically the same 
building. One moved across the street, taking 
the name of Good Samaritan; the other car- 
ried on under the name of the apostle, St. Luke. 
Soon it became evident that there was a sur- 
geon at St. Luke’s who required larger and 
better accommodations for the many patients 
who sought his skilled aid. That surgeon was 
Dr. Roman, who had developed a special repu- 
tation in thyroid surgery. One or two floors in 
the large new building were set aside for his use 
in this important branch of surgery. Dr. Bab- 
cock concluded by stressing his admiration for 
the engaging personality, the surgical ability 
and the enduring friendship of the guest of 
honor. 

Drs. George E. Pfahler, H. M. Eberhard 
and William M. Sylvis also made brief ad- 
dresses. Dr. Roman’s response follows: 

“Were I to rise and express my deep appre- 
ciation of this great honor and to convey to you 
with deep emotion and sincerity the value I 
place upon the significance of this tribute and 
my everlasting gratitude, I might be excused 
from saying any less or any more. 

“T cannot resist, however, communicating to 
you vividly my utter surprise and temporary 
confusion when I was informed of my unani- 
mous election by the emissary who came to me 
directly from the Council of the International 
College of Surgeons to ask whether I would 
accept the presidency. I could not understand 
his message, for I was utterly unprepared for 
such distinction, cognizant as I am of how many 
men worthy of the honor and task there are in 
the personnel of the International College of 
Surgeons. 

“Never in my life have I done such rapid 
thinking, for I felt pressed for a decision by 
the realization of two conflicting thoughts : first, 
that if I did not accept the high honor, I would 
fail in appreciation of a rare opportunity to 
serve my Fellows of the International College ; 
the other thought was that, in accepting, the 


task might be greater than my qualifications 
for it. That mental pressure of ‘take it or leave 
it’ was overwhelming but, conscious of my duty, 
I accepted. 

“Never before in my life have I felt more of 
a stranger to the responsibility vested in me, 
never was I less acquainted than with the men 
who, for reasons not clear to me, chose to hon- 
or me with the presidency of the United States 
Chapter of the International College of Sur- 
geons. I was a stranger in their midst, they 
were strangers to me, but within twenty-four 
hours after my election, I received telegrams 
and letters of congratulation and assurances 
of loyal support from the leading members of 
the Council and from Fellows of the: College; 
and day after day since my election, my mail 
has brought me a wealth of information re- 
garding the affairs of the College, and consul- 
tations and other matters requiring immediate 
attention soon began to draw my liveliest inter- 
est and cooperation. 

“Tonight, Mr. Provost, my host, and emi- 
nent and distinguished guests, you demonstrate 
to me your cordial and sympathetic stimulus 
and appreciation of my modest efforts, and you, 
my fellow alumni, in acknowledgment of this 
tribute, I ask to share with me the honor which 
has been bestowed upon me by the Fellows of 
the International College of Surgeons.” 


Reports from Mexico 


S A result of his researches in cancer, 
Prof. Angel H. Roffo, F.LC.S., of 
Buenos Aires, Argentina, was made an 

honorary Academician of the National Acad- 
emy of Medicine of Mexico. 


The Mexican Society of Ophthalmology 
and Otorhinolaryngology celebrated a Surgical 
Week during the last week of June. 


During an appropriate ceremony, the Mexi- 
can Chapter of the International College of 
Surgeons bestowed diplomas on the Newly 
elected Members and Fellows of the Interna- 
tional College of Surgeons. The recipients were 
the following: 


Dr. Aquilino Villanueva (Acad.), director of 
the General Hospital of Mexico, president of 
the Mexican Academy of Surgery and for- 
mer chief of the Federal Health Department ; 


Dr. Alejandro Cerisola (Acad.), former vice- 
president of the Mexican Academy of Sur- 
gery and Federal ex-secretary of Public In- 
struction ; 




















Dr. Manuel F. Madraze (Acad.), ex-chief of 
the Federal Department of Public Health; 


Dr. Antonio Cornillon (Acad.), director of 
the French Mexican Hospital ; 


Dr. Esteban Paulin (Acad.), ex-director of 
the Civil Hospital of Queretaro; 


Dr. Rafeal Macias Pena (Acad.), director of 
the Civil Hospital and the Institute of 
Science of Aguascalientes. 


The Committee of Organization for the In- 
ternational Assembly of the International Col- 
lege of Surgeons in 1941, based upon its ap- 
pointment by the International Executive Coun- 
cil, has been organized in Mexico City. The 
following officers were appointed: 

President—Dr. Manuel A. Manzanilla. 

Vice-Presidents—Drs. Miguel Lopez Es- 
naurrizar and Dario Fernandez Fierro. 

Secretary—Dr. Francisco Fonseca Garcia. 

Various subcommittees have been formed 
which are charged with the duties of : convo- 
cation, receptions, hospital activities, tours, 
ladies’ entertainment and other functions in- 
tegral to the success of the assembly. 


La Revista Mexicana Medicina celebrated 
its twentieth anniversary on July seventh. A 
special number commemorating the occasion 
was published. 


The Bibliografia Quirrugica Mexicana del 
Siglo XIX has launched its existence under 
the leadership of Professor Rafeal Heliodoro 
Valle. 


The Hospital Ixmiquilpan, State of Hidalgo 
was inaugurated on July 19th by the Federal 
Secretary of Public Assistance. This is in line 
with the movement to provide smaller cities 
with modern hospital facilities. 


It has been decided to erect a memorial in 
the form of a statue to Dr. Manuel Campos 
Gonzalez, renowned surgeon of the 19th cen- 
tury and Benemerito Estadode Campeche. This 
will be located in the park situated in front of 
the old hospital which bears his name in the 
city of Campeche. The unveiling ceremonies 
will take place on October fourth, marking the 
fourth centenary of the foundation of that cry. 

A bronze bust of Dr. Gregorio’ Salas was 
unveiled in the General Hospital of Mexico 
on July 20th. Dr. Salas was for many years 
chief surgeon of the Surgical Division and 
died while still on active duty in that institu- 
tion. 
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Dr. Albee Honored 


At a testimonial dinner dance held February 21 at 
the Essex House, Newark, N. J., tribute was paid to 
Dr. Fred H. Albee, president-elect of the International 
College of Surgeons, of New York City, Colonia, 
N. J., and Venice, Fla., for twenty years of gratui- 
tous service to the state of New Jersey. Nearly seven 
hundred were present. For more than twenty years 
Dr. Albee has been chairman of the Rehabilitation 
Commission of New Jersey, an outgrowth of the 
same type of organization developed by Colonel Albee 
as a service to soldiers of the World War, during 
which he was surgeon-in-chief of U. S. General Hos- 
pital No. 3, at Colonia, N. J. Assistant Attorney- 
General William J. Egan was toastmaster and state 
officials were speakers at the dinner. Dr. and Mrs. 
Albee were presented with a silver service, and Mrs. 
Albee with an oil portrait of Dr. Albee. 


Nebraska Guild Meeting 


The Nebraska Guild held its first all-day meeting 
May 23 in Omaha. Surgeons from Omaha, Lincoln, 
Columbus, Fairbury, Auburn and Fremont partici- 
pated. 

The forenoon was devoted to dry clinics and addresses 
given at the Douglass County Hospital by Drs. C. W. 
McLaughlin and Joseph Weinberg of the surgical fac- 
ulty of the University of Nebraska College of Medi- 
cine. Dr. McLaughlin gave a comprehensive review of 
the advances in the surgery of the peripheral vascular 
system. He also presented the results of his own re- 
search carried out at the University of Nebraska. Dr. 
Weinberg spoke on a new operation for empyema 
thoracis and presented a number of case reports which 
demonstrated the advantages of this operation over 
the orthodox procedure. 

Lunch was served at the Omaha Athletic Club. 
Immediately after the lunch Dr. Sven Isacson spoke 
on “Blood Conditions Interesting to Surgeons,” fol- 
lowed by a round-table discussion on this and other 
topics. 

The group adjourned at 2 o’clock to the Creighton 
Medical School, where Dr. C. M. Wilhelmj, dean and 
professor of physiology of this institution, spoke on 
“Recent Discoveries of Physiology of the Stomach.” 
Following Dr. Wilhelmj’s address, Dr. C. S. Simp- 


_kins, professor of anatomy, spoke on “The Nervous 


Mechanism of the Alimentary Tract,” stressing espe- 
cially the rdle played by the sympathetic and para- 
sympathetic nerves, 

The last lecture, “Gastric Surgery,” was delivered 
by Dr. Fred C. Hill of the department of surgery, 
Creighton Medical School. Dr. Hill compared the 
end results of various types of operations, pointing out 
their shortcomings and their advantages. 

The meeting proved enlightening and will be fol- 
lowed by another meeting in September. 

R. C. Olney, M.D., M.I.C.S., Secretary of 
Nebraska Guild 


Maine Guild Meeting 


The first Guild meeting of the State of Maine of 
the United States Chapter of the International College 
of Surgeons was held at Poland Springs on June 
29-30, 1940. 

The New England Activities Committee of the 
United States Chapter arranged the following pro- 
gram: 
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A. MORNING SESSION: Discussion of topics of 
general surgical interest. 


B. AFTERNOON SESSION: 
“Injection Treatment for Radical Cure of Her- 
nia’—Dr. S. A. Cobb, Sanford, Maine (Assisted 
by Dr. Leighton). 
“Surgery of the Gallbladder.”,—Dr. A. J. Men- 
dillo, New Haven, Connecticut. 
“Pelvic Malignancies.’—Dr. Frank H. Baehr, 
Springfield, Mass. 
“Conservative Treatment of Infections of the 
Distal Ends of the Digits.”.—Dr. Edward B. 
McGee, Berlin, New Hampshire. 
“Symposium on Carcinoma with Special Refer- 
ence to the Lungs.”—-Dr. George S. Foster, Man- 
chester, N. H. (Assisted by Dr. Frank H. Baehr). 
Dr. S. A. Cobb, Dr. A. J. Mendillo, Dr. Edward 
R. B. McGee, Dr. Adam P. Leighton. 


Another Maine Guild meeting is proposed by the 
New England Activities Committee of the United 
States Chapter in about six months. 


Miscellany 


“Medical and Sanitary Care of the Civilian Popu- 
lation Necessitated by Attacks from Hostile Aircraft” 
is the title for this year’s essay contest sponsored by 
the Association of Military Surgeons of the United 
States in the annual competition for the Wellcome 
Medal and prize of $500. Five copies of the essay must 
be in the office of the association in Washington, 
D. C., by August 20. The award will be made at the 
annual meeting in Cleveland in October. 


John J. Moran and John R. Kissinger were present- 
ed with decorations of the Order of Carlos J. Finlay 
at a reception héld in Washington on May 15 by 
Sefior Dr. Pedro Martinez Fraga, Ambassador from 
Cuba. Mr. Moran and Mr. Kissinger were among 
those who offered themselves for experiments in con- 
nection with the U. S. Army Yellow Fever Commis- 
sion’s study of Finlay’s discovery of the transmission 
of yellow fever by mosquitoes. Miss Clara Maas, who 
died during the experiments, was decorated posthum- 
ously. Others upon whom the decoration was also con- 
ferred were Dr. Thomas Parran, surgeon general of 
the U. S. Public Health Service; Dr. Luis Ortega of 
Havana; Dr. Tomas Cajogas; Dr. Gutierrez Lanza; 
and the Cuban Ambassador. The presentations were 
made by Dr. Juan M. Moya, Secretary of Sanitation 
of Cuba. 


Dr. Wesley C. Bowers has been named clinical pro- 
fessor of otolaryngology at the School of Medicine 
of Columbia University. Dr. Bowers is surgical direc- 
tor of the ear, nose and throat department of St. 
Luke’s Hospital, New York City. 


Dr. Nicholas Kopeloff, principal research bacteri- 
ologist in the New York State Psychiatric Institute 
and Hospital, has been appointed assistant professor 
of bacteriology at the School of Medicine of Columbia 
University. 5 


Prof. José Arce, professor of surgery and dean of 
the Medical School of the University of Buenos Aires, 
Argentina, has bequeathed all his property to the uni- 
versity, the grant to bear the name of the Arce Foun- 
dation. During their lifetime Professor Arce and his 
wife will reserve the income from the estate. 





Dr. Frank Howard Lahey of Boston was elected 
president of the American Medical Association at the 
meeting held. in New York in June. Dr. Lahey is di- 
rector of surgery at the Lahey Clinic. He was form- 
erly professor of surgery at the Medical School of 
Tufts College. 


Dr. Park G. Smith of Cincinnati was elected vice- 
president of the American Medical Association at the 
meeting held in New York in June. He is assistant 
professor of clinical surgery at the University of Cin- 
cinnati College of Medicine. 


Tribute was paid to the late Dr. Rafael Aguilar y 
Santillan by all the scientific societies of Mexico at a 
memorial service held in the Bolivar Amphitheater 
of the University of Mexico in Mexico City on May 
17. Dr. Aguilar y Santillan died February 26 at the 
age of 77 years. He was founder, honorary president 
and permanent secretary of the National Academy of 
Sciences. He was editor of the Bol. de la Soc. Mex. 
de Geog. y Est. and also of Memorias de la Soc. Cient. 
“Antonio Alzate,’ 56 volumes of which have been 
published. He was a graduate of the School of Engi- 
neering and studied mineralogy in Europe. He taught 
mathematics, physics and mineralogy. Besides this he 
organized the library of the National Academy of 
Science, of which he was assistant director, and into 
which he introduced a modern system of cataloging. 
There are now more than 120,000 volumes in this li- 
brary, representing fifty-six years of effort on the 
part of Dr. Aguilar y Santillan. Many of the volumes 
were presented as gifts by various men who became 
interested in the project; many others were given by 
Dr. Aguilar y Santillan, who, although not a wealthy 
man, bought a number of books to save them from 
destruction by the revolutionists. 


Professor José Arce of Buenos Aires and Dr. 
Oswaldo P. Campos of Rio de Janeiro were guests 
of Dr. Fred H. Albee from May 30 to June 5 at his 
home in Venice, Fla. Professor Arce is Regent for 
Argentina of, the International College of Surgeons, 
president of the Pan-American Medical Association, 
president of the University of Buenos Aires, dean of 
the Medical School and professor of surgery. Dr. 
Campos is one of the most prominent orthopedic sur- 
geons of Brazil. 


A dinner was given in honor of the visitors at the 
Florida Medical Center in Venice on the evening of 
June 5. Among the guests were prominent surgeons 
from Florida and the surrounding states. These in- 
cluded Dr. Frank D. Dickson of Kansas City, Mo., 
president of the American Orthopedic Association; 
Dr. Oscar L. Miller of Charlotte, N. C., president of 
the American Academy of Orthopedic Surgeons; Dr. 
Alton Ochsner of New Orleans, La., professor of 
surgery at Tulane University; Dr. Joseph F. Mc- 
Carthy of New York City, professor of urology at 
the New York Polyclinic Hospital and Medical 
School; Dr. Charles H. Arnold, secretary of the 
Scientific Section of the International College of 
Surgeons; and others. A tarpon fishing party was one 
of the events which took place during the visitors’ 
Stay. 


Professor Arce will preside at the next Congress 
of the Pan-American Medical Association to be held 
in Buenos Aires, in August, 1941. At that time the 
new Medical School of the University of Buenos 
Aires will be opened. 











The Surgery of the Alimentary Tract. By Sir Hugh 
Devine, M.S., F.R.A.C.S., F.A.C.S.; formerly 
senior surgeon, St. Vincent’s Hospital Clinical 
School, Melbourne, and others—Stewart Lecturer 
in Surgery, Melbourne University; President 
Royal Australasian College of Surgeons; Hon. 
Fellow of the Association of Surgeons of Great 
Britain and Ireland; Chairman, Editorial Com- 
mittee of the Australasian and New Zealand Jour- 
nal of Surgery; Melbourne, Australia. Pp. 1046. 
690 illustrations, some in color. John Wright & 
Sons, London, 1940. 


HIS authoritative work is an outstanding con- 
tribution to contemporary surgical literature 
presented by a master surgeon in a masterly 
manner. It is brimful of worthwhile information and 
will prove of inestimable value to the student, general 
surgeon as well as the specialist. Besides pathologic, 
diagnostic and therapeutic entities, there are described 
some mechanical devices in the work reflecting the 
author’s ingenuity. To mention only his unique operat- 
ing frame for exposure of the abdominal viscera. A 
very useful apparatus primarily designed by Dr. John 
Devine for the administration of evipan is illustrated 
and depicted on page 466. The thought that ulcer pain 
is relieved by distention of the stomach rather than by 
alkalies is an interesting observation. Chapter 40 deals 
with surgery of abdominal adhesions. It is an out- 
standing and unique division. It is regrettable that 
other texts on surgery do not describe in extenso how 
to deal with these conditions. Chapter 47 on the choice 
of anesthetic brings out many interesting points. It 
stresses the advantages of local and spinal anesthesia. 
Even a reviewer bent on being supercritical, and such 
are those who have not experienced the tremendous 
labor entailed in preparing a surgical treatise, would 
find difficulty in discovering any valid reasons for 
criticism. He might, perhaps, point out that on page 
486 the printer omitted the letter ‘“m” in the tenth 
word of the first line, so that the text reads “any” 
where it should read “many.” On page 588 the obser- 
vation by the author that muscle will grow to ligament 
in hernia repair is noteworthy. The author’s original 
operations on the surgery of the large bowel are lucid- 
ly described. Contemporary surgical literature has in- 
troduced Sir Hugh to the United States, where he is 
known as a keen observer who has contributed much 
that is original and worth while. He is rather modest 
when he states in his preface that he had made “no 
attempt to present a complete and comprehensive 
treatise on surgery of the abdomen.” 

There is little in abdominal surgery which he has 
not thoroughly described. By successfully correlating 
pathology with clinical manifestations, Sir Hugh has 
created a distillate of diagnostic and therapeutic facts 
of inestimable value. This reviewer recalls in this 
connection Konjetzny’s address in Paris in 1937 on 
the effects of chronic gastritis on the genesis of car- 
cinoma of the stomach. The author devotes 314 pages 
to surgical dyspepsia. The chapter is a veritable font 
of important, original observations by the author, 
presented in fascinating fashion, Strikingly, Sir Hugh 
presents, in the modesty characteristic of truly great 


Book Reviews 





men, a sort of apologia for his extensive contribu- 
tion to the diagnosis of dyspepsia, pointing out that 
it is the weakness in his own abdominal surgery 
and incompetence in clinical diagnosis as well as the 
incompetence in etiological treatment that the organic 
significance of known symptoms of dyspepsia were 
not recognized. Because of this he has endeavored 
to add to the clearly cut text book pictures of dys- 
pepsia those symptoms which are manifestations of 
early disease and which can only be learned at the 
operating room table and by correlating the case his- 
tory with the postoperative findings. Study of this 
scholarly chapter will be well worth while to the 
internist and surgeon eager to be abreast of pro- 
gress in this domain. Space does not permit here to 
evaluate further this classical work. One must not 
omit, however, to point out that every chapter is re- 
freshingly informative and admirably presented. The 
chapters on the surgery of the liver, gallbladder, pan- 
creas and spleen are informative, to the point, origi- 
nal and admirably free from verbose paddings, as is 
also the chapter dealing with the management of acute 
appendicitis. The general surgeon particularly will be 
impressed with the chapter on the approach to intesti- 
nal obstruction and perforated hollow organs. Sincerity 
is an outstanding feature of this work. Failures and 
pitfalls with guides to avoid these are stressed through-, 
out. The volume is divided into four parts, with 93 
chapters. The illustrations are good. The color photog- 
raphy exceptionally fine. An excellent index con- 
cludes the work. All in all, one can summarize by 
saying unreservedly that this work should be in the li- 


- brary of every medical man and surgeon. This re- 


viewer predicts a well merited, cordial reception and 
unqualified success of this authoritative contribution 
to contemporary surgery. 

Max THOREK 


Artificial Pneumothorax: Its Practical Application 
in the Treatment of Pulmonary Tuberculosis. 
Contributions by Saranac Lake Physicians to the 
Studies of the Trudeau Foundation. Editorial 
Committee, Edward N. Packard, M.D., John N 
Hayes, M.D., Sidney F. Blanchet, M.D. Fore- 
word by E. R. Baldwin, M.D. Price, $4. Pp. 300, 
bys 85 engravings. Philadelphia: Lea & Febiger, 
1940. 


HIS book, written by physicians of the Trudeau 
| Foundation, places the treatment of tuberculosis 
in the hands of the surgeon although the latter 
is warned not to discard too hastily the time-honored 
methods of treatment. The authors recommend the 
fairly general use of pneumothorax in the treatment 
of tuberculosis. It is indicated in early cases because 
of the difficulty in selecting patients who will recover 
without it; it is of value in advanced cases because it 
may help to retard the spread of tubercle bacilli, In- 
dications, contraindications and complications are well 
discussed. A complete chapter is devoted to accidents 
occurring during pneumothorax. A timely work of 
distinct value to all who are interested in problems of 
tuberculosis. 


U. M. C. 
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in the treatment of Arthritis, Muscu- 


lar Rheumatism, Neuralgias and Birth 
palsies. 


Snake Venom as an Analgesic 


Generally speaking, there are two 
kinds of snake venoms, the hemorrhagic 
and the neurotoxic, which are compo- 
nents valuable and recognized in 
therapy. 

It is the neurotoxic venom (the main 
constituent of snake venom having pre- 
dilection for nerve tissues is called neur- 
otoxin) which has been found useful as 
an analgesic. 

The analgesic action of the neurotox- 
in is much like that of morphine and 
other opium derivatives. There is, how- 
ever, considerable difference between 
the pharmacologic action of the opiates 
and neurotoxin. Morphine rapidly in- 
duces narcosis, which lasts a short time 
only! Neurotoxic venom requires a long- 
er period for the development of its ef- 
fect, but the resulting anaesthesia is of 
much longer duration. 


For this reason, intradermal injections 


VENOMIN 


are recommended as an analgesic in 
Arthritis and Muscular Rheumatism 


The first snake venom available in ampule 
form for hypodermic use and made 100% in 
this country. 

Two strengths ... Vial A, first treatment 
strength, Vial B, second treatment strength 
and Venomin Forte at special request. 

RYTHMIN, copperhead and coral snake 
venom for intravenous use as anti-spasmodic. 


Write for booklet or special information 


THE VENOMIN COMPANY 
VENICE FLORIDA 


LITERATURE: Butler, P.: Indust. Med. 9:324, 1940. 
J. Internat, Coll. of Surgeons 3:357, 194 
Wheeldon, Th.: J. Internat. Coll. of Surgeons 3: 362, 1940. 
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Sclerosing Therapy: The Treatment of Varicose 
Veins, Hemorrhoids, Hernia and Hydrocele by 
Injection. Edited by Frank C. Yeomans, M.D., 
F.A.C.S., M.R.S.M. (London, Hon.), Professor of 
Proctology and Attending Surgeon, New York 
Polyclinic Medical School and Hospital. Con- 
tributors: Part I (Hernia), Arthur F. Bratrud, 
M.D., F.A.C.S.; Part II (Hydrocele), George F. 
Hoch, M.D., D.U.; Part III (Varicose Veins), 
Harold J. Shelley, M.D., F.A.C.S.; Part IV 
(Hemorrhoids), the editor. Price, $6. Pp. 137, 
with 185 illustrations. Baltimore: Williams & 
Wilkins Company, 1939. 


od of treatment which is gaining constantly in 

popularity and is based on the author’s experience 
as director of the Clinic for Ambulant Treatment of 
Hernia at the University of Minnesota Medical School. 
The anatomy of hernias, the fitting of trusses and the 
technic of injection are included. No attempt is made 
to overcome one of the major objections to this 
method of treatment, namely, that the fibrous tissue 
tends to disappear after a number of years, with re- 
currence. Detailed descriptions are given of the in- 
jection treatment of hydrocele, varicose veins and 
hemorrhoids in Parts II, III and IV. Dr. Hoch’s con- 
tribution is based on his experience as associate attend- 
ing urologist at St. Luke’s Hospital, New York, and 
as consulting urologist at other hospitals ; Dr. Shelley’s 
discussion is based on his work as assistant surgeon 
at St. Luke’s Hospital, New York. Each part includes 
detailed descriptions of anatomy and pathology, with 
historical references, excellent illustrations and biblio- 
graphy. The timely discussions of this form of therapy, 
the experience of the authors and the thoroughness of 
presentation render this work a valuable contribution 
to contemporary medical literature. 

F, I. O. 


Pp: I is a well-presented description of a meth- 
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